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A STUDY OF THE RESPONSE OF PSYCHOTIC PATIENTS TO 
PHOTOGRAPHIC SELF-IMAGE EXPERIENCE* 


BY FLOYD 8. CORNELISON, JR., M.D. AND JEAN ARSENIAN, Ph.D. 


Since ancient times self-knowledge has been considered worth 
while. However, understanding the self is not easy. Some indi- 
viduals, pursuing emotional health, undertake self-study in psy- 
chological treatment. For the seriously disturbed patient, this 
initiative is uncommon. More often, because of fear or denial, the 
psychotie person must be forced into hospital care and treatment. 
He may require mobilization to recognize the need to reappraise 
himself. 

This study evolved from an interest in psychotherapeutic tech- 
niques which would afford psychotic patients an opportunity for 
acquiring self-knowledge. Before the formal investigation, initial 
work in which patients were shown photographs of themselves 
indicated that some of them responded in an unusual manner. 
They seemed to pay greater attention to the self-image photo- 
graphs than they ordinarily gave to objects outside themselves. 
One chronically-disturbed man, who was unconcerned when motion 
pictures were made of him, later displayed extreme anxiety when 
he saw those pictures. A woman, photographed when she was 
deluded and incoherent, became noticeably less disorganized within 
a few days after she saw still photographs taken of her during 
the acute state. 

From these preliminary observations, emerged the idea of study- 
ing photographic self-confrontation as an investigative and poten- 
tially therapeutic technique with mentally ill patients. The present 
pilot study, with a small and not randomly sampled group of pa- 
tients was designed (1) to investigate the responses of psychotic 
persons in carefully observed self-confrontation sessions, and (2) 
to determine what, if any, relation exists between repeated ex- 
posure to photographic self-images (Self-Image Experience) and 
change in psychotic state. 

*Presented at the 114th annual meeting of the American Psychiatric Association, 
San Francisco, May 12-16, 1958. This study was conducted at Boston State Hospital 
and was supported by an anonymous grant to the Boston University School of Medi- 
cine, The authors gratefully acknowledge the participation of Margaret Dwinell, M.S. 
in §.8.; Joanne Haskell, R-N.; Donna Levin, R.N.; Walter Brown, B.A.; Charles 


F. Morrison, B.A.; Summer Feldman, B.A.; and Elvin V. Semrad, M.D., senior con- 
sultant. 
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METHODS 

The basic procedure consisted of the following steps: (1) A 
photograph was taken of the subject; (2) the photograph was 
shown to the subject; (3) the experience was discussed with the 
subject; and (4) the subject’s response to seeing the photographic 
self-image was observed. 

Two variations of confrontation-procedure were used with two 
separate groups of patients. The first combined exposure to sound 
motion picture self-images with exposure: to still photographs* 
taken and shown during each session by the psychiatrist. The 
motion picture was shown to the patient on the third session and 
intermittently in subsequent sessions. This confrontation-pro- 
cedure was used with seven female patients. The second procedure 
utilized only still photographs and was used with a group of nine 
inale patients. 

With both groups, an interview focusing on self-perception was 
conducted in every session except the first. During the interview, 
the following questions were asked: “Who is the person in the 
picture? What do you like about the picture? What do you dislike? 
What would you like to change? Do you think that future pictures 
will show any change? Does the picture remind you of anyone 
else?” 

Ten 15-minute confrontation-sessions were planned for each pa- 
tient, but some patients in each group were lost because of admin- 
istrative decisions or because of escapes. Four of the seven women 
and six of the nine men completed the series. The sessions were 
held twice weekly for the male group and at somewhat less regular 
intervals for the females. 

All subjects were selected from the reception service at Boston 
(Mass.) State Hospital and were referred by senior physicians. 
They were considered to be acutely ill, but without gross organic 
involvement and without recent electric-shock treatment or drug 
therapy in the current hospitalization. 

The seven women ranged from 19 to 50 years of age. All but 
two were admitted with some variety of schizophrenia. One of 
those two was in a manic state (on previous admissions schizo- 
phrenic), and one was in an involutional psychotic depression. 
Only two were first admissions. The nine men ranged from 23 to 

Still photographs were taken with the Polaroid Land Camera, which provides for 
development of the final picture, ready for viewing, in approximately one minute. 
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55 years. Seven were diagnosed as schizophrenic. One exception 
was in a manic state; the other had a chronic brain syndrome 
associated with alcoholism and epilepsy. Only three of the nine 
were first admissions. 

The following data were collected: still photographs of patients 
from each session; motion pictures of patients on the first and 
last interviews; documentary motion pictures (employing infra- 
red lighting techniques) of female patients viewing the photo- 
graphs of themselves; tape recordings of each session; observa- 
tional notes on behavior during each session; and independent 
ratings by the psychiatrist and psychologist on scaled aspects of 
appearance, behavior, speech and affect in each session. 

Data relevant to the question of change in psychotic state were 
obtained in a pre- and post-testing program, using the Rorschach, 
a sentence completion test and the Draw-a-Person Test. 

Self-Recognition. Every patient recognized himself when shown 
the self-image photograph during the first confrontation-session. 
Identification of the self was immediate, with three exceptions. 
One was a mute catatonic man whose condition was complicated 
by a severe hearing defect. When he finally spoke, he identified 
himself in the photographs and said that previously he had 
“thought the answer” but could not say the words. Another patient, 
whose speech was incoherent, spoke of “my mustache” as he re- 
ferred to his photograph. Later he identified himself as the person 
in the picture. A third patient, confused and rambling, asserted 
that she did not know the person in the picture. By the next ses- 
sion her condition had improved, and she then admitted that she 
had recognized herself in the picture during the first session. 

Reactions to Pictures. The picture-taking procedure was ex- 
plained to each patient during the first session. Only four patients 
made any objections. Occasionally, in later sessions, complaints 
were expressed, but the patients usually were co-operative. Snap- 
ping the picture produced little change in on-going behavior; some 
patients focused upon the camera and some did not. One unusual 
reaction was that of a somber male subject. Each time his picture 
was taken, he posed with a broad smile; after the shutter clicked, 
he quickly resumed his downcast demeanor. 

With one exception, all the patients were curious about the first 
still photograph. Many of them reached out for the prints as 
soon as they were ready for viewing. Their reactions to seeing 
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the first photograph varied from abruptly enhanced impassivity 
to emotional outburst: e.g., One woman cried, “terrible, terrible, 
terrible.” All responses conveyed an impression of sudden psychic 
shock. Facial expression and posture, if not words, reflected an 
onrush of thought and feeling. As the sessions progressed, a pa- 
tient’s immediate response to a new picture was more matter-of- 
fact. 

After they had completed the planned series of confrontation- 
sessions, five of the men were shown motion pictures of themselves 
individually. There was no consistent evidence that motion pic- 
tures differed appreciably from still photographs in stimulus value 
with men or women. Although some patients seemed awe-stricken 
by the motion pictures, others appeared equally moved by the 
still photographs. 

Expressed Feelings Toward Self-Images. Three patients who 
readily recognized themselves in the first still photographs never- 
theless rejected the pictures as likenesses. Their negative feelings 
were expressed by comments such as “like a moron,” “horrible,” 
“lousy,” “silly,” “interesting in a foolish way,” “indecent,” “not 
like a human being,” “crummy,” and “a disgrace.” One shy schizo- 
phrenic woman smilingly objected with, “I disagree.” 

Positive feelings were expressed for pictures which patients 
described as “neater,” “more cheerful,” “more like a human being,” 
“beautiful,” and “better.” Three patients liked the photographs 
showing them in very disturbed states, and either expressed in- 
dulgent amusement or asked for copies of the unflattering pic- 
tures. 


Sex Differences. Women patients expressed interest in cosmetic 
aspects of appearance, especially that of the face and hair. If men 
showed an interest in the face, it was to note the presence or 
absence of a smile. The male patients were more concerned with 
qualities of strength or weakness, e.g., fatigue, inactivity, or lazi- 
ness that they saw in the photographs. 

Sex differences were observed in the intensity, as well as in the 
quality, of feeling about the self-image photographs. Women com- 
plained much more vigorously than men about pictures they did 
not like. Two women tore up pictures of themselves; none of the 
men destroyed pictures. Women also expressed their positive feel- 
ings for the pictures more readily than did the men. Four women, 
but only one man, requested copies. (See Figs, 1 and 2.) 





Figure 1. The photograph above of a 31-year-old married woman was 
taken and shown to her 10 days after hospital admission. At that time, 
she was incoherent, hallucinating, assaultive, and dishevelled. After look 
ing at the photographic self-image for several minutes, the patient de 


stroved the pieture, Later the fragments were pasted together, 


Figure 2, Three days after the initial self-image-experience session, the 


patient was visited by her husband. She told him she had seen a picture 


of herself and did not wish “to be that way” any longer. On the follow 
ing day (four days after the initial self-confrontation session) the photo 
graph below was made of the same subject. At that time she was virtually 


free from the manifestations of psychosis. 
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CHANGES IN PsycHotic STATES 

Behavior in the Self-Confrontation Sessions. The global judg- 
ments summarized here on changes in psychotic states aeecompany- 
ing repeated self-image experience were based upon changes in 
the rated aspects of patients’ behavior in the sessions, upon judg- 
ments of changes in appearance in the series of photographs, upon 
appraisal of behavioral changes in the documentary motion pic- 
tures, upon observational notes of the sessions, and upon speech 
patterns from tape recordings. 

Pooling these judgments, eight of the 16 patients showed dis- 
cernible change during the self-confrontation sessions. In line with 
the women’s greater expressed interest in appearance, five of the 
seven were rated by investigators as showing improved appear- 
ance during the series of sessions. The same judgment was made 
from their series of photographs. Only two of the nine men showed 
changes in appearance, according to ratings and photographs. 
Ratings of the amount, relevance, and volume of speech indicated 
that four women showed over-all improvement, whereas only two 
men seemed to change in this area. All of the patients who were 
judged to have improved in the later sessions appeared favorably 
changed in affect, in terms of ratings of mood and tension. 

Change in psychotie state did not appear related to diagnosis. 
Changes occurred in patients with diagnoses of schizophrenia, 
manic state, and psychotic depression. The unchanged group in- 
cluded patients with diagnoses of schizophrenia, manic state, and 
chronic brain syndrome associated with alcoholism and epilepsy. 

Psychological Tests. Projective tests provided additional data 
on changes in psychotic states. The tests were given before and 
after photographic self-confrontation to nine of the 10 patients 
completing the sessions. Five of these patients were classified as 
changed, in terms of behavior and appearance in the confronta- 
tion-sessions, and four were considered unchanged. Analysis of 
the Rorschach protocols indicated that patients who showed 
changes improved primarily in the area of better perceptual con- 
tact with the environment.* In terms of the deeper problems of 
social withdrawal and defective emotional responsiveness or con- 


*Perceptual contact with the environment was assessed from the following indices: 
the F—%, the number of rejections, the number of popular responses, and the incidence 
of explosive or terrifying imagery in the content of the responses. 





6 RESPONSE OF PSYCHOTICS TO PHOTOGRAPHIC SELF-IMAGES 


trol, signs of improvement were slighter.* The initial Rorschach 
protocols indicated that patients who changed were in no better 
cognitive contact or less ill to begin with than the patients who 
were unchanged; specifically, however, the records of those who 
changed showed a higher incidence of signs of inner turmoil, e.g., 
apprehension and anxiety. The presence of inner turmoil seemed 
to enhance a patient’s responsiveness to photographic self-images. 

Sentence completion responses were analyzed for feeling and 
defensiveness for the self.** Patients who had changed with photo- 
graphic self-confrontation showed either an expansively positive 
self-conception or a limited self-appreciation and defensiveness. 
Those who showed no change revealed definitely ambivalent 
self-conceptions or deeply negative self-feelings in the sentence 
completion test. Only those patients who initially were excited 
and disoriented showed marked changes in their statements about 
themselves in retests. In all patients, the quality of their feelings 
about the self seemed related to the kind of response which they 
made to the self-image experience. 

Draw-a-Person Tests were obtained in pre- and post-test ses- 
sions and also midway in the series. In all but one case, these 
drawings showed progressively more realistic representations of 
the human body. The final drawings suggest that the patients’ 
feelings of animalness, inanimateness or dissolution had dimin- 
ished and that their sense of the body’s integrity and basic human- 
ness had increased. (See Figs. 3, 4 and 5.) 

Discussion 

This paper is an initial report on the responses of psychotic 
patients to photographic self-image experience. Because of the 
limited sample and the absence of a matched control group, the 
results, including observations on changes in psychotic states, 
are not conclusive; but they do suggest problems for further study. 
The material presented here throws light on certain aspects of 
self-concept in mentally disturbed persons. 

All patients recognized the self-image, in spite of defective ego 
functions. Some responded initially to self-confrontation with 


*Social withdrawal was assessed inversely from the number of good human re- 
sponses (H) and the number of good human movement responses (M). Emotional 
responsiveness was inferred from the FC:CF:C ratio and the F%. 

**The sentence completion test included 27 items on the self and physical appear- 
ance. Responses were classified as revealing positive, negative or ambivalent feeling 
for the self, or as defensive and evasive. 
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manifest shock, indicating a reservoir of sensitivity about self- 
feeling. 

The sex differences which were observed suggest that females 
have a strong investment of libido in the face. This may be a fune- 
tion of cultural precedent: In any event, it did not seem to be 
altered appreciably during psychosis. 

Some patients showed a change in psychotic state coincident 
with self-image experience. Photographic records illustrate this 
best. How repeated exposure to photographic self-images is re- 
lated to definite movement toward health has not been determined. 

Since self-confrontation focuses perception upon an external 
image of self, this may bring a psychotic individual into better 
contact with the realistic self. In psychoanalytic formulation, 
psychosis is a withdrawal of libido from the world of external 
objects.’ The photograph of self may be a means of redirecting 
libido outward. Whether it is surprising, reassuring, or shocking, 
the image does present a familiar object. It is almost a part of 
self upon which cathexes have reverted, yet the image is external 
to the person, and thus is a part of reality to which others can 
respond, as well as the patient. It is an object that potentially 
has safe investment value, and the experience it generates may 
initiate further libidinal investments toward the outside world. 

Self-photographs seemed to induce emotional catharsis in at 
least four patients. Where the immediate problem of the psychosis 
is control of violent emotion, the destruction of unflattering photo- 
graphs of the self may drain off some self-destructive feelings, 
leaving the individual with less residual anger to control, and re- 
leasing more energy to cope with reality. 

Individual differences in the degree and kind of narcissism may 
affect a psychotic person’s response to photographic self-images. 
The early existence of primary self-love and the gradual acquisi- 
tion of secondary narcissism are steps in normal ego development.’ 
Defective narcissistic feelings, e.g., negative self-cathexis or guilt- 
laden ego-libido, early in life may make an individual incapable 
of engendering self-feeling when he is in a regressed state. Early 
traumata to the narcissistic impulses may be such that the self 
is lost or abandoned during autistic withdrawal. 

In a psychotic person whose remote early narcissistic feelings 
were positive and satisfying, self-image experience may initiate 
perceptual processes that recentralize, in the residual ego-frag- 
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ment, an awareness of old feelings and ideas of self. For the 
withdrawn but not disorganized patient, this means a focusing 
of attention upon the self; for the acutely disoriented person it 
means an active re-attainment of self-identity. 

Since it was desirable to limit the stimulus to photographic self- 
confrontation, patients were not followed in concurrent interviews 
outside the project sessions. The type of relationship that some 
patients made with the project personnel appeared to be a reaction 
to seeing the self-pictures. Photographic self-image experience 
may afford an adjunct to psychotherapy with seriously disturbed 
persons. 

SUMMARY 


Objectives, methods, and findings in this study of the response 
of psychotic patients to self-image experience, employing photo- 
graphic self-images, are described. Self-recognition, reactions to 
the pictures, sex differences in response, and changes in the psy- 
chotic state accompanying self-confrontation are reported. The 
significance of the findings, hypothetical considerations, and poten- 
tial utilization of the technique in investigation and therapy are 


discussed. 


Department of Psychiatry, Neurology and Behavioral Sciences 
University of Oklahoma Medical Center 
800 Northeast Thirteenth Street 
Oklahoma City 4, Oklahoma 
and 
Division of Psychiatry 
Boston University School of Medicine 
Boston, Mass. 
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SOME SUBCULTURAL CONSIDERATIONS IN THE PSYCHOTHERAPY 
OF A NEGRO PATIENT* 


BY MORTON SHANE, M.D. 


INTRODUCTION 

Subcultural considerations are not necessarily dealt with di- 
rectly in psychotherapy. In this paper the writer will discuss the 
therapy of a Negro woman and try to focus on her Negro race and 
its implications in her personality development and transference- 
counter-transference in treatment. 

The mere fact of choosing this viewpoint exposes one to criti- 
cism. To quote Adams’: “The therapist should possess a knowledge 
of the cultural and social background of the Negro... but it is not 
wholesome to begin treatment with too much race consciousness. . . 
the patient and therapist should be ready to face the core of hidden 
problems that are the same kinds for...men of all races.” 

Viola Bernard’ cautions anyone approaching this subject in 
these words, “while some white analysts seem compelled to over- 
emphasize the effects of being Negro on their patients’ personality 
difficulties, others have an apparent need to deny and sidestep any 
such effects altogether.” (As will be seen later, these antipodal 
positions are found likewise in the Negro patient.) Bernard’s arti- 
cle is, in fact, an excellent introduction to this subject. In it she 
points out many of the pitfalls of what she terms “over-simplifica- 
tion or stereotyped thinking” in regard to psychotherapy and psy- 
choanalysis of the Negro. She asks the therapist to look to himself 
to discover reasons for even undertaking treatment of patients in 
minority groups (e.g., seeking a power role, undertaking the task 
out of guilt, seeking affection and gratitude, ete.). 

Actually, the problem of psychotherapy with Negro patients 
is a vanishing one in the psychiatric literature. As more Negroes 
are treated, they are viewed by therapists as less unusual and 
cease to suffer from being seen as special cases. It is rare now 
that one hears any psychiatrist describe a Negro with a term like 
“primitive” or “uninhibited,” though stereotypes—especially those 
unconsciously held—die hard. But every therapist finds himself 
faced with his first case of some unusual kind or other; and no 

*From the Department of Psychiatry, University of California at Los Angeles. 
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matter what sophistications are voiced in the literature, he is 
prone to the same outrageous mistakes as his predecessors. 

The patient presented here was assigned to me at random for 
treatment; though, for many reasons, I would have actively chosen 
her, had the decision been mine. If I erred in any direction at the 
time it was in knowing too little about the cultural milieu of the 
Negro and next to nothing regarding what to expect and what to 
guard against in therapy. During the course of therapy my general 
knowledge in the field was limited to brief cultural digressions 
from specific psychotherapeutic considerations with my super- 
visor. My interest in the literature began after therapy ended. 

The psychiatric literature on the American Negro is not exten- 
sive. Because of their lower economic position, the Negroes were 
late in being able to afford psychoanalysis or psychotherapy. There 
was a flurry of papers, however, in the decade after World War II. 
As the Negro patient was increasingly assimilated into the thera- 
pist’s experience, the character of the papers changed. Statements 
about what to expect in regard to diminished rapport, increased 
hostility, functional somatic symptoms, color consciousness, etc., 
gleaned from, say, a study of 25 or 30 Negroes (Kardiner,® St. 


Clair*) were less often seen. More common, were sophisticated, 
subtle warnings against overgeneralizing, in the line of the Ber- 
nard* and Adams' papers. To be sure, there have been many 
strides from the time of John Lind who wrote in the Psychoanaly- 
tic Review in 1914:° “The Negroes’ psychological activities are cer- 
tainly less complex than those of the Caucasians, and their dreams 


$8 


therefore must be simpler in type.” Any complexities in the 
Negro’s dreams were explained as stemming from a mixture with 
white blood. We can go back to Dr. Benjamin Rush in the eight- 
eenth century, who is quoted by Oscar Handlin® as explaining the 
Negro’s blackness as a result of some great disease that had once 
swept across Africa. He hoped that life in the United States would 
remedy the troubles of these unfortunates and permit their absorp- 
tion into American society. 

The sociologic literature is voluminous. I do not feel a compre- 
hensive review of it is necessary for this discussion. Here, too, 
the classic works are fairly recent. Caste and Class in a Southern 
Town by Dollard’ was published in 1937. Gunnar Myrdal’s com- 
prehensive work, An American Dilemma, came out in 1944. The 
former book delineated the social position of the Negro in the 
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South. He is a member of a caste. A caste differs from a class in 
that there are fixed boundaries with no mobility across the divid- 
ing line. The Negro population can be divided into a large lower 
class; a smnall, but evergrowing, middle class; and a somewhat 
truncated upper class. But the Negro is always lower caste as 
compared to whites. The psychological problem in being a Negro 
is the aspiration to be accepted as a member of the white society 
—but exclusion on the arbitrary basis of the caste system. Yet 
the Negro adopts white standards, even to the extent, it can be 
said, of hating himself as the white man hates him for being black. 
Myrdal’s term “American dilemma” is the country’s principle of 
freedom and justice for all—combined with the practice of the 
exclusion of Negroes from upper caste privileges. Myrdal sees 
the courts as our national conscience. The caste system is more 
clearly seen in the South, but obviously exists in the North in a 
more covert fashion. 

The Mark of Oppression® is a kind of milestone in the literature 
on the Negro. This was the first text I read in my review of the 
literature, and it embodies a great deal of historical, sociological 
and psychiatric information about the Negro in America. It is 


an impressive study of 25 selected Negro subjects, some patients, 
some paid interviewees. Projective tests were given. Bernard’ 
states that the book suffers from its fixed point of view; which is 
that frustrated hostility toward whites is a core problem in all 
American Negroes. However, Kennedy,’ in a report on the psy- 
choanalysis of two Negro patients, supports Kardiner in this view 


9 


by seeing “Negroness” as a central conflict to the extent of pos- 
tulating a split ego-ideal—one that is both white and Negro. She 
laments the lack of colored leaders with whom Negroes may iden- 
tify. (This situation is gradually changing.) Bernard says, of the 
core conflict, “this is a sophisticated version of racial stereotypy 
under the aegis of psychodynamics.” Yet the generalizations 
arrived at are well illustrated by case material and at least imply 
that a given social status has psychological effects common to 
members of that status group. Sociological information is of value 
in psychiatry. The difficulty in synthesizing knowledge of more 
than one frame of reference, such as sociology and psychiatry, is 
discussed in Grinker’s Toward a Unified Theory of Human Be- 
havior.’ The field of social psychiatry has developed from syn- 
thesizing efforts. 
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Opler and Singer™ put it this way: “There are definite cultural 
differences in psychogenic and psychodynamic patterns. A given 
culture favors certain stress systems and sanctions given styles 
of emotional expression.” 

Kardiner and Ovesey find a higher than average repressed and 
suppressed hostility in Negro subjects, a tendency to exaggerated 
self-hatred, and, as a result of emulating the white culture in which 
they live, a white ego-ideal. In this book is an excellent history of 
the Negro in the United States. The authors trace the origin and 
development of the matriarchal configuration of the family, be- 
ginning with the overevaluation of the female by the white master. 
During slavery, the family was reduced to the irreducible mini- 
mum—mother and child. The male was not allowed to stay with his 
family. The Negro woman was also mammy and concubine to the 
slave owners. (One still sees the effects of Southern guilt and fear 
over depriving the Negro male of his woman in the commonly- 
held paranoiac fear of sexual retaliation by the Negro man on 
white women.) The whites’ devaluation of the Negro male tends 
to be accepted by both Negro women and men. Even now, the 
lower class Negro woman is usually more economically secure as 
a domestic than the man is as a laborer, in both North and South. 
Kardiner states, “There is a confusion of psychic roles of male 
and female.” He found frequent problems of frigidity, impotence 
and more than ordinary hostility between the sexes. 

Having lost their African culture by the disruption of slavery, 
the Negroes turned to the masters’ culture—in psychiatric terms, 
ambivalently identifying with the aggressor. James Baldwin,” 
a Negro novelist, puts it this way: “The Negro begins to con- 
jecture how much he has gained and lost during his long sojourn 
in the American republic. The African before him has endured 
privation and injustice and medieval cruelty but the African has 
not yet endured the utter alienation of himself from his people 
and his past. His mother did not sing ‘Sometimes I feel like a 
Motherless Child’ and he has not all his life long ached for accept- 
ance in a culture which pronounced straight hair and white skin 
the only acceptable beauty.” The Negro’s dilemma is that he has 
accepted standards that can only lead to self-hatred. Color be- 
comes a status measure—the lighter the better; hair—the straight- 
er the better. One study shows that Negro children preferred 
lighter colored dolls to darker. Symbolically, the Negro may wish 
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to jump out of his skin. The negative associations in our culture 
to the word “black” are clear. It connotes dirt, depression and an 
evil strength. 

Brighan Dai" in a deliberate oversimplification sees personality 
problems in Negroes as divided into those shared with whites and 
those peculiar to Negroes. In the first group, are all those prob- 
lems related to relationships with the immediate family group, 
which are common to all men. In the second group, he lists as 
special problems a higher incidence of (1) lower class families; 
(2) broken homes; (3) dominance of maternal authority; (4) pre- 
occupation with skin color and other racial features; and (5) extra- 
ordinary stress on social status. Some of these special problems 
could be abstracted from the case that will be presented here. 

In treatment, Negroes are seen by Kardiner, Bernard, Adams, 
and others as either using Negroness as a defense against facing 
other problems—projecting all their difficulties onto the racial 
prejudice of the therapist or others—or denying the fact that 
being a Negro has any effect at all on their lives or their reactions 
in therapy. 

In the following case, the patient tended to use the latter defense 
of denial and tried to enlist my support in this maneuver. 

The fact that this patient was a Northern, urbanized, educated 
middle class Negro may alter overt content related to feelings of 
inferiority, problems of sexual and racial identity, hostility, ete. 
However, as Goldfarb’s Rorschach studies in The Mark of Oppres- 
ston indicate, the underlying problems that are seen most fre- 
quently in Negro patients do not differ between lower, middle, and 
upper class groups. It is rather that the middle class Negro more 
rigidly adopts the cultural standards of the white middle class 
majority—even overdoing certain tendencies, such as cleanliness, 
toilet training, education, sexual fidelity, and family solidarity. 

Seward, in Psychotherapy and Culture Conflict,“ gives an excel- 
lent review of the difficulties involved in understanding the Negro 
as having both special and universal problems, and the general 
value of considering patients as coming from specific subcultures. 

The GAP Report on Segregation” also reviews this social psy- 
chiatric problem and supports many of the generalizations made 
here. 

The literature will be mentioned further in the discussion follow- 
ing presentation of the case. 
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Case History 

A 25-year-old, married, art teacher is referred to the Univer- 
sity* Psychiatrie Clinic by a private psychiatrist, with the chief 
complaints of gas, abdominal distention and “heaviness,” and itch- 
ing skin for the past two to three years. She volunteers that these 
symptoms are made worse by stress and strain at work and by 
arguments with her family. In addition, she reports abnormal 
behavior for the past year. By this she means difficulty in concen- 
trating, insomnia and feelings of tenseness. Psychiatric care was 
recommended after her symptoms were unexplained medically. 
She was unable to afford private fees. 

Description. The patient is a tall, rather attractive light Negro 
woman. Her features are classically Negroid except for her hair 
which is straight, reddish-brown and worn in a bun. (Her com- 
ment about her hair color is significant. She started tinting it 
slightly at 17, when it started to lose its reddish color, and she 
says, “Now I don’t know what color it is.”) She affected a haughty 
intellectual air, tending to depreciate the clinic and me with com- 
ments like, “I couldn’t afford a regular psychiatrist so I came 
here.” Her words were carefully chosen in a somewhat obsessive 
manner. She succeeded in maintaining control of her emotions 
during most of the sessions. She sat straight in her chair, often 
with a smile of secret knowledge on her face. When affect threat- 
ened to erupt, she tended to fall into a defensive silence, slouch 
forward or fidget in her chair. During therapy she could at times 
express feigned emotion (she called it “being a ham”), and fooled 
neither of us. Erotization of crying or rage was evident when she 
was later able to be more genuine. She enjoyed shocking me with 
fantasy material as if she were psychotic; that is, instead of say- 
ing, “I’m again dreaming of flying,” she would say at an inappro- 
priate moment, “I can fly again!” This desire to appear psychotic 
had the purpose of keeping me off guard, as well as another 
meaning, identification with her father, who had a psychotic break 
when the patient was 12. 

She is of superior intelligence. Psychological tests were not 
done. She related the following data in halting fashion over the 
10-month period of treatment. Much historical information was 
withheld until late. I shall present her history without examining 

*UCLA. 
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the resistance to various revelations until I discuss the course of 
therapy. 

Present Ilimess. Her present illness began while the patient was 
studying Oriental art in the Far East on a scholarship. Her bloat- 
ing and abdominal pain was then related to her menstrual periods. 
She worried about being sick in a foreign country. This, as well 
as disappointing sexual experiences and her mother’s increasing 
nervousness over the patient’s absence, made the patient decide to 
return home. She had originally thought she might stay, perhaps 
to go into the dress business or to get married. 

Upon her return, she began what she had hoped would be a 
temporary job, teaching art in a grammar school. She hated the 
work, was extremely sensitive to criticism by her supervisors, and 
felt the people around her had small minds. Though she always 
thought of herself as liking children, she found she had trouble 
controlling her temper and on one occasion struck a child after 
provocation. She liberally donated the bulk of her salary to her 
mother (who was also working) to support the patient’s three 
younger brothers, aged 15, 14 and 11. Though she resented her 
mother’s lack of appreciation of her sacrifices, she continued to 
make lavish contributions, saying, “I have no admiration for the 
selfish—for one who isn’t giving and giving.” 

All along she nursed the idea that she would soon get another 
scholarship and return overseas. However, she kept putting it 
off. About 18 months before therapy began, a chocolate cyst on 
the left ovary was removed, and the diagnosis of endometriosis 
was established. Following this the patient’s abdominal pains were 
ameliorated. However, bloating and gas pains not associated with 
menses continued. 

After her return home, she stayed with her family and found 
this to be a limitation. She felt increasingly constricted. This was 
a change, since prior to leaving on her scholarship she had a large 
circle of girlfriends and dated often, frequently crossing color 
lines. She now stayed home instead, preoccupied with her health 
and her ambivalent feelings toward the members of her family. 
She felt trapped. She began dating her husband-to-be. He was 
working as a postal clerk, a job he still retains. The patient is 
persistent in pointing out his potential. He was studying to be an 
electrical engineer at night but did poorly because of lack of in- 
terest. His education was interrupted by the draft and he did not 
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return to school again. According to the patient, he professed 
many interests and aspirations which he did not fulfill. She con- 
fessed that she was really not fooled by this prior to marriage. 


A good deal of time was spent by the patient defining her rela- 
tionship to her husband. She wished to have him in therapy also, 
but he refused to come in for an interview. He is a tall, handsome, 
dark-skinned Negro man. By her description, he exhibited reactions 
that would be consistent with a reaction-formation to a feeling of 
profound inadequacy vis-a-vis his wife. (This is reported in the 
literature as being seen in many Negro men—as was stated before.) 
He objected violently to any activity of his wife’s outside of house- 
work—such as dressmaking, dancing, ceramics, and later, therapy. 
He deprecated her apparent inability to have children, and her 
clumsiness. Her inability to reach orgasm infuriated him, to the 
point of infidelity. She, in turn, complained bitterly of her hus- 
band’s lack of drive, his sexual impotency, his irrationality and 
impulsivity. In this context, she recalls her mother’s curiously 
inverse statement: “All men are good for is having babies.” The 
patient was also warned by her mother not to “lose her individ- 
uality” by “becoming too housewifely.” The mother indeed, ac- 
companied her on many of her artistic projects away from home. 
At the same time, the patient saw her mother and husband united 
in league against her on the point of her worthlessness as a woman. 

Her symptoms were worse since her wedding (which was five 
months before entering treatment). She found she was becoming 
forgetful. The example she gave was that she forgot to send thank- 
you notes for her wedding presents, which was quite unlike her 
usual thoughtfulness toward others. She wasn’t sure if she wanted 
children or not, and so her use of contraception was intermittent. 
She wanted children, but at the same time, felt she couldn’t trust 
her husband to support them. She saw him as wanting her to take 
over the financial and moral leadership. She yearned for a strong 
husband who would make decisions and who shared her upward 
intellectual and artistic ambitions. In the final analysis, she felt 
that should she have children by her husband, it would be solely 
her responsibility to raise them. 

The patient’s bloating had some features of pseudocyesis. Her 
clothes wouldn’t fit; she would get urges for chocolate candy; the 
feeling would be one of heaviness in the abdomen. At times she 
reported breast swelling. The bloating seemed to be associated 
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with premenstrual tension, but pain with the bloating was a pre- 
dominant feature when rage was being repressed. Her husband 
would deride her bloated condition. She summed up her troubles 
by saying: “I don’t get any satisfaction from any area of my life, 
parental, marital, or vocational.” 

Personal. The patient is the first child of middle class Negro 
parents. Both her parents and their families had considerable 
Caucasian and American Indian blood. In describing her racial 
heritage, she saw herself as essentially a mixture of races with- 
out predominance of one over another. The patient was aware of 
Caucasian and Indian ancestors and had her lineage thought out. 
This was a topic of interest in her family. (The patient recalls with 
derision being told by an aunt that the best way to “pass” is to 
learn Spanish and so be taken as a Mexican. Her feelings on 
this point vary, as will be seen.) 

Her mother had always been emotionally dominated by the ma- 
ternal grandmother. The patient described the grandmother as 
“the high command, who had grandfather brainwashed.” The 
grandfather would always look to her for any decision especially 
in dealing with the children. The patient was raised by various 
aunts, friends and her grandparents, while her mother completed 
her education (she had an M.S. in sociology). Her father, too, was 
working for his degree at this time. The mother then worked as 
a recreational director and the father as a psychiatric social 
worker. Then, beginning when the patient was six, they had three 
more children in short order to, as they said, complete the family. 
The care of these three brothers was placed almost entirely in 
the patient’s hands while her mother continued to work. As some- 
thing of a consequence of these events, the patient has always 
seen her mother more like a sister. 

The father was seen as stern, unapproachable, and extremely 
intelligent. He was hospitalized with paranoid schizophrenia when 
the patient was 12 and is still in a state hospital. He was white 
enough to “pass,” though he was militantly Negro, often to the 
patient’s embarrassment. She saw him as becoming increasingly 
bizarre and inaccessible as his illness progressed. Though she had 
fond memories of early kindness, the patient blamed herself for 
his aloofness from her, feeling that he would have preferred her 
to be a boy. Indeed he named his second child, the first boy, after 
himself. She objected to her brother’s long name of Pendelton 
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Washington Smith, and (if one can excuse the pun) nominally 
castrated him by always referring to him as “Penny.” She felt 
she could best a man in anything—with the exception of her father, 
who now represents the ideal man to her. She has yet to meet any- 
one as intelligent. She was disdainful of tomboys who paid males 
the compliment of imitation, but rather was, in her own estimation, 
a superior individual in and of herself. (Here one could speculate 
on a cultural reinforcement to achieve such a degree of male de- 
preciation.) She saw all men as she did her brothers—as pesky 
little usurpers of her time and energies. 

She raised her brothers, especially the youngest, as her own 
children, proud that the littlest spoke her name before he said 
“mama.” She remained in her mind their protector against the 
powerful and ever-present grandmother, who still lived only a 
block away. 

Her earliest memory is of helping carry bread up the stairs— 
“the steps were too big for a child of my age.” She said she recalls 
a childhood nightmare that “a giant chicken is after me”—or 
“Mickey Mouse turned into a monster.” “My toys of the day would 
become monsters at night.” She was enuretic until six. 

Though the maternal grandparents were well off (he owns his 
own business), the patient’s parents were always struggling. This 
was partly because the grandmother never approved of the father, 
to the extent of not allowing him in her house. In addition, she 
was tight-fisted with money (and according to the patient’s mother 
—with love). The patient sees the intrusion of her three brothers 
in financial terms. “It was never really advisable monitarily,” she 
said. 

She always did well in school, always at the top of her class. 
Others considered her a snob, and she did feel that her neighbors 
were definitely beneath her. She remembers being singled out with 
awe and scorn because of her family’s education. Her family 
supported this idea of superiority and the patient actually had few 
playmates. After her father was hospitalized, she became inter- 
ested in psychology. This was typical of her use of intellectual 
mastery over affect-laden material. Another example is her state- 
ment concerning her sexual education: She said, “I learned all 
about sex from reading books so that when mother got around 
to telling me, I knew more than she did.” She remembers always 
being a well-behaved girl and was shocked when at 14 she learned 
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that girls masturbated. She dated infrequently in high school be- 
cause of her duties in taking care of her brothers. 

In college, her social horizons widened considerably. She won 
a four-year scholarship to a renowned college. She roomed with 
a Korean girl from whom she developed an interest in Oriental art. 
She dated across color lines and was considered “arty” and uncon- 
ventional. Her first sexual contact was prior to leaving for over- 
seas. She said, “I submitted because he had the advantage of being 
stronger than I was.” The patient felt guilty about leaving her 
mother to go overseas. Her mother was concerned about the pa- 
tient’s being lax morally. (It should be mentioned that the patient 
and her family are rather religious Episcopalians. ) 


In the Philippines, she lived with an upper class family who in 
no way restricted her behavior. She had her first serious love 
affair with a Chinese immigrant to the islands. She saw him as 
a weak person, but considered marriage. With some disgust, she 
reluctantly described their only sexual contact—a momentary in- 
sertion followed by premature ejaculation. His chief concern, as 
he was a strict Catholic, was whether she used any contraceptive 


device afterward, thereby committing a sin. She took disdainful 
leave of him after he showed that attitude. It excited her to be 
taken as belonging to whatever ethnic group she joined; Eurasian, 
Filipino (in spite of her height), or Caucasian. She felt it was 
only logical because, as she stated, she “belonged to three racial 
groups.” She fell in love with a Spaniard and dated him for two 
months, enjoying sexual intercourse for the first time, though not 
to orgasm. She saw him as strong and reliable, as contrasted to 
her Chinese lover, and was crushed when she discovered he was 
married. It was in this setting that her dysmenorrhea became 
evident and led to her decision to return home. 

Physical Fndings. Before proceeding further, there should be 
mention of the physical findings. Her gynecologist reported that 
her endometriosis was in remission. Her bowel tonus was hyper- 
active when I examined her and she was obviously tense. Her only 
missed appointment followed the physical examination. She seemed 
to take the finding of chronic cervicitis as a criticism. 

I didn’t find it easy to classify this patient diagnostically. Cer- 
tainly, hysterical features of frigidity, pseudocyesis and masculine 
identification were evident. Her aggression was isolated by intel- 
lectualization and also somatized. Though the patient regressed 
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to oral levels of gratification, I did not feel this to be a predom- 
inant feature. Her general character structure was obsessive- 
compulsive. 

Therapeutic Course. An attempt follows to summarize the trends 
in therapy, both transference and counter-transference. This was 
to me a special patient, in that I was being supervised; and I 
considered her of special interest because of her racial and intel- 
lectual background. I was conscious of a cultural gap between us 
and felt, perhaps as a result of this gap, that I would be inadequate 
in empathic response. In the initial months, when she was dwell- 
ing on her dissatisfaction with her husband, I remember feeling 
doubt as to the amount of repressed hostility to expect her to 
have, in regard to her husband’s infidelity, knowing vaguely that 
this was a frequent lower class Negro pattern. My supervisor 
assured me that universal human reactions are present, regardless 
of subcultural bias. It was from this point on that I began seeing 
this patient less in terms of her Negro race, and trusted my 
empathic feelings. 

The patient often complained of my “lack of rapport,” and lik- 
ened me to a “piece of cardboard,” “a neuter.” Though she spoke 
easily about her life, she did not allow her feelings, such as anger, 
depression, or sexuality, to intrude in the hour. She would say: 
“T wouldn’t be able to talk about anything if I got emotional. I’d 
lose control and become disturbed.” When I interpreted such con- 
trol as an expression of fear, she shrugged this off saying: “I 
don’t take anything you say seriously.” Her disdainful attitude 
and Olympian heights of detachment angered and frustrated me. 
As I saw her behavior more clearly as a lifelong pattern of repress- 
ing anger and sexuality, and as I pressed more for emotional 
expression, she responded with dreams of running away or of 
being pushed. Later she tended to eroticize erying or anger, using 
the same terms—“letting go” or “giving in”—that she used in 
speaking of her resistance to orgasm. She said: “I don’t approve 
of erying in front of other people—one should be stoic, like the 
Greeks or Indians.” I reminded her that she had Indian blood. “I 
don’t belong to any racial group,” she said. I asked whether others 
put her in a racial group. She replied that they did, and that 
she found it limiting sometimes. She held to an attitude of militant 
pride in being a Negro, yet she remained aloof in characteristic 
fashion. On this subject she said: “I can’t see where it would 
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do me any good to deny it. I always identify with the minority 
—to me it is just being ethical.” This was her only statement 
concerning being a Negro in five months. Instead of this she 
dealt with her more pressing problems, at work, with her husband, 
and with her mother. 

She showed increasing evidence of a positive sexual transfer- 
ence, with unconscious wishes for pregnancy, and yet the negative 
castrating aspect was expressed with such remarks as, “It irritates 
me that a single woman cannot have a child.” She spoke of feeling 
inadequate because she feared her endometriosis wou!d prevent 
her from having children. She began to change her attitude toward 
me gradually, assuming a more passive, less castrating, demeanor. 
Indeed she changed chairs so she didn’t have to see the clock and 
hence for her I would be in control of the hour. She changed from 
fairly loud, flamboyant clothes, which to me were a stereotype of 
Negro dress, to sweaters and dresses of muted colors, more ap- 
propriate to a college girl and more pleasing to me. She forgot 
her purse at the end of one hour and returned bloated the next 
hour. Her dreams were concerned with “being in the wrong part 
of town,” of being attacked for trying to live there. The attacks 


were often with guns but sometimes with hypodermic needles. 


She recalled seeing a movie of a Japanese girl whose father was 
killed and who was adopted by an American hero. She said that 
it was like one of her dreams. And with this material was inter- 
woven depreciating comments on how weak men are and how the 
only one you can rely upon is yourself. Over this two-month period, 
if I tried cautiously to relate her sexual and aggressive feelings 
toward men in general to the treatment situation, she would again 
make some comment like, “You’re not really real,” or “you are not 
someone to be taken seriously.” Yet her dreams became more sex- 
ually blatant. ; 

It was in this setting that she was able to speak of her sexual 
activities in the Philippines where she was accepted as a Eurasian 
or white. She admitted still having fantasies of marrying her 
Spaniard and of visualizing during coitus men other than her 
husband. Most of this material was related with genuine affect. 
The session after she reported the dream of looking for a house 
in the wrong part of town with the association that “minority 
groups can’t live where they want to,” she came to the next hour 
wanting me to remove something from her eye. In this session 
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she spoke of not noticing racial differences— being the last in her 
group to notice the shade of color a person is. I was able at this 
time to make a somewhat lengthy clarification of her dilemma over 
her racial identity. She concluded that “marrying a Negro is a 
definite acceptance of the Negro race.” I was more or less form- 
ulating out loud when I spoke of her seeking racial identity via 
marriage—either white, Asiatic, or Negro. 

I could at this time see her sexual transference as a narcissistic, 
as well as an anaclitic, object choice. I also began appreciating 
that I had unconsciously approved of her seeing herself as a white 
woman. Now I see in retrospect that I had identified with her 
desire for this upward social mobility, besides appreciating its 
source in my own unresolved inferiority feelings. My middle class 
Jewish subculture, which is upward striving, was certainly con- 
sistent with this position. It was as if we had both conspired to 
make her into a white woman. However, this was not entirely clear 
to me during therapy. The last four months of treatment were 
spent dealing with the patient’s reaction to my leaving and her 
transfer to a new therapist. Up to this point, she had been slowly 
dropping her restraint in expressing affect. She allowed herself 
to get confused and depressed without constantly covering up with 
intellectual defenses. 

Her reaction to my leaving was first withdrawal and depression 
—hbut then she allowed herself fairly free expression of anger 
toward me. She saw me as a representative of all men and become 
even angrier when I related this to her lack of feelings toward her 
own father’s institutionalization. She returned to wearing huge 
phallic bows, leather jackets and alligator shoes. Her rage was 
associated with bloating and gas pains that she described as 
demons inside her. She was conscious of the relation of these 
pains to her anger toward me, her husband, and her superiors at 
school. In working this through, she came more and more to relate 
this to the unexpressed anger over desertion by her father. Her 
increasing affect was more evident. She spoke of all men as being 
weak, yet saw white men as potentially stronger, and hence more 
dangerous. She reported a dream of symbolic seduction by a cas- 
trated doctor, that is, one that had appeared to be safe to her. She 
finally brought up the subject of her lack of mothering and how 
she had had to take eare of others, though no one (including the 
therapist) ever took care of her. She said: “I wanted more than 
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anything to be a baby—and still do.” The patient was able to see 
she was repeating in her marriage a pattern of her mother and 
grandmother in an effort to identify with them. Yet she was not 
satisfied to settle for what she saw as a castrated male, and was 
hoping for a stronger, all-doing, all-protecting man. But to have 
acquired this, would, to her, have meant crossing the color line. 

In the final three hours she acted out her racial strivings in 
transference by first dying her hair partly blond, and the next 
hour wearing a Chinese dress. This was not interpreted to her. It 
was here that she spoke of her wishes that her white father had 
not admitted being a Negro. Treatment ended with a statement of 
her disappointment with me: “When I like people I expect too 
much. I put them on a pedestal. It always turns out badly.” She 
was transferred to another resident who is seeing her regularly. 
She gets bloated now, five months after the transfer, every time 
she goes to the clinic. 

Discussion 

It seems difficult to formulate this case adequately, keeping in 
mind both cultural and psychiatric points of view. (It is the same 
kind of dilemma one sees when attempts are made at spanning 
the frames of reference between physiology and psychoanalysis 
—psychosomatie medicine.) Here, too, a phrase can be given— 
“social psychiatry”—that incorporates the same confusion of syn- 
thesis and dichotomy in another two-headed monster. The writer 
knows of no all-encompassing system, ‘and so coneepts will become 
hazy at the edges. 

The wise warnings to look upon the Negro as an individual have 
been quoted in this paper. As James Baldwin’ ?:** says: “The 
black man insists by whatever means he finds at his disposal that 
the white man cease to regard him as an exotic rarity and recog- 
nize him as a human being.” Yet sociologie generalizations about 
what is statistically more prevalent in Negro populations than in 
white can help in the understanding of the individual case. One 
can see better what is idiosyncratic and hence perhaps neurotic 
when this patient is viewed against the background of the particu- 
lar conflicts and defenses common to her subculture. 

To summarize the dynamics: She presents herself essentially 
with symptoms of partially repressed rage—her bloating, fatigue, 
insomia, itching, testify to this.. Her relationship with her hus- 
band seems to be the chief point of stress. He challenges her to 
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sexual intimacy and submission and at the same time demands that 
she take a dominant position in the family. She equates sexuality 
with mutual phallic hostility, and orgasms with destruction. She 
has used obsessive-compulsive defenses of isolation and intellect- 
ualization to control her impulses. Her anxiety and rage turn to 
disdain and superiority. Her anger toward men is associated with 
her father’s rejection of her as a girl, preferring her brothers— 
and his eventual desertion by psychosis. But her rejection by im- 
portant men is more than sexual pique. 

She has had very unsatisfactory mothering experiences with the 
women in her life. Her mother was too bound up in her intellectual 
pursuits—with an eye constantly on the maternal grandmother 
for approval. Actually the patient is vague as to who took care 
of her until the age of four. Judging by the responsibility for 
her brothers that was heaped upon her after she was six, one can 
translate her early memory of being too little to carry bread up- 
stairs as being asked too early to give up dependency upon her 
mother. The strong figure to indentify with was the maternal 
grandmother; but the patient did so as an identification with an 
aggressor. The most consistent mothering she got was vicariously, 
in acting the mother to her younger brothers. She envied her 
mother her children and wished they were hers. What Oedipal 
fantasies were present were discouraged by her father’s distant, 
rejecting attitude and preference for boys. 

She came to feel that her best chance for approval from her 
grandmother and mother was to stand alone, reject men and accept 
her mother’s rejection of her as well. Yet, knowing she couldn’t 
constantly maintain this independence, she longed for the idealized 
father, the handsome, intelligent, wise man upon whom she could 
rely and from whom she could get what was missed in earlier 
experiences with her mother. But this compensatory course was 
partially blocked by guilt over sexuality, imposed by a fairly rigid 
Victorian moral standard, reinforced by a strict Episcopalian 
religion, and rejection as a woman by her father, which led to the 
longing to have a penis so she would be acceptable to both parents. 

These kinds of problems are recognizable in most people, regard- 
less of their ethnic groups. Yet being a member of a specific sub- 
culture makes certain conflicts more prominent. The kinds of diffi- 
culties that are seen in Negro patients have been touched upon. 
Certain defenses this patient chose were more sanctioned by her 
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environment than others: It was culturally sanctioned that she 
should see her white-skinned father as unreasonable, even crazy, 
because he preferred to remain Negro. An idealized father is white 
—in the American culture. Her middle class, urban Negro upbring- 
ing sanctioned strict sexual repression. All classes of Negroes and 
whites can endeavor to see that hostility is kept under control. 
The matriarchal identification with the phallic woman that this 
patient tried to make had a tradition as far back as the beginnings 
of slavery in the United States. And her perception of Negro men 
as essentially castrated and weak was consensually validated by 
Negroes, male and female. 

Whites tend to see the Negro man as hypersexual though so- 
cially impotent. Also, to conceive with a Negro, was, to her, to 
pollute her child’s blood and lower herself socially. Attempts at 
identification with the white culture around her were rather suc- 
cessful. She was accepted by her white peers in college after a long 
period of feeling alienated from her fellow Negroes in childhood 
because of her high status. Lindemann” has pointed out that in 
his experience the people who get into the greatest neurotic diffi- 
culties are those who attempt to break away from identification 
with their subcultures. This patient was given opportunities to 
sever ties of racial identity and was held back more by guilt than 
by rejection, from the new group. 

Kardiner*® mentions the “suecess neurosis” in Negroes who 
“pass.” This patient would have had to forsake her country as well 
as her race. Her guilt in the Philippines was related to a wish to 
desert her mother and to her own heightened sexual behavior. 
One would have expected a girl in her cultural position to marry 
a rather successful Negro man. Instead she vacillated between 
marriage with a white man and an Oriental, and eventually chose 
a Negro considerably beneath her in status. In choosing him, she 
achieved her longed-for racial identity, but with a vengeance. In 
Erikson’s terms, she could be seen as passing through an identity 
crisis. (As a psychosomatic aside, Taylor,” in discussing the pos- 
sible psychic function involved in endometriosis, speaks of the 
“congestive-fibrosis syndrome.” He states that inhibited expres- 
sion of sexual tension leads to pelvic congestion and increases the 
possibility of endometriosis. Certainly this patient was sexually 
hyperstimulated in the Philippines, feeling increased guilt and 
making attempts at inhibiting her impulses. It was in this setting 
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that her dysmenorrhea began. This somatic compliance was used 
in the service of her super-ego and helped to decide her to return 
home.) She couldn’t have the idealized white father because of 
Oedipal guilt and fears of desertion and so chose the black, de- 
graded, castrated, even crazy, Negro father. Yet Kennedy® would 
give this girl a better prognosis for doing so. To Kennedy, such 
a choice indicated a stronger identification with the Negro and 
hence a more realistic ego ideal. 

I now feel that it is true that this patient is better off from the 
point of view of ego integrity to see herself as a successful if 
unhappy Negro, than a tenuous Caucasian, no matter what the so- 
cial gratifications that go with the latter, for I do not wish to 
ignore her strivings to be Negro. She had the positive identifica- 
tion with her mother and grandmother. Her father saw himself 
as a proud Negro. Though his whiteness confused the patient, 
she saw that he accepted his caste position, and eventually she 
did so as well. She raised three Negro brothers and showed in- 
dications of wanting a Negro child, in spite of the fantasies of 
being taken for white herself. Her avidity for chocolate candy 
prior to menstruation suggested this to my supervisor, “chocolate 
drops” being slang for Negro children. The position of Negroes 
in our society, however, would seem to change positive strivings 
for identification into ambivalent ones. 

To have to make a racial choice of identification through mar- 
riage indicates a less mature personality than one who could 
arrive at the choice independently, it would seem to me. How 
neurotic it was, is indicated by the overstep she made, marrying 
a Negro socially beneath her. This in such a status-conscious per- 
son in an upward-striving subculture I feel is pathological. 

Her therapeutic experience with me perhaps helped her see her 
emotions more clearly beneath the screen of somatic symptoms. 
She saw me as a strong man, by virtue of my being white, and 
both tried to castrate me into someone less dangerous, and at the 
same time, to identify with my race by fantasies of being my 
daughter or my wife. I tended to support her in this identification 
partly because of my own unconscious acceptance of the value 
system that says being white is better than being colored. 

The patient interpreted my leaving as malevolent and a result 
of her own supposed shortcomings (being Negro, not able to bear 
children, frigid, ete.) and tended to depreciate me in reaction to 
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this. I took notes during the hours and when I told her I was leav- 
ing town she said: “The moving finger writes, and having written 
moves on.” Bernard laments the fact that few encounters between 
whites and Negroes are positive ones. I can only say this one 
was for me—and hope for her continued progress in treatment. 

Considerations of subcultural configurations add a richness and 
dimension to our appreciation of the individual case. However, 
they are no short cut to understanding, and stereotypy can be a 
stumbling block to treatment. The study of this case, where con- 
sideration of the Negro subculture was unavoidable in the psycho- 
therapeutic material, may make it easier to find such factors in 
other cases, where they are less apparent. 


SUMMARY 


The literature involving the psychotherapy of a Negro patient 
has been reviewed. A case history is presented which illustrates 
some of the difficulties for both the patient and the therapist when 
identity problems involving subcultural positions are approached. 
The pitfalls and advantages of this type of approach are discussed. 


360 North Bedford Drive 
Beverly Hills, Calif. 
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A METHODOLOGY OF TESTING, AND CLINICAL APPLICATIONS 
OF, THE NEUROLEPTIC DRUGS IN PSYCHIATRY* 


BY G, J. SARWER-FONER, M.D. 


In this paper, it is intended to discuss some of the factors in- 
volved in the methodology of selecting research design, after which 
the writer’s results with the tranquilizing drugs will be briefly 
discussed, and the findings compared with those reported by 
others. 

HospitaL SettinG, Types oF PATIENTS, AND GOALS 

Any consideration of methodology must begin with a considera- 
tion of setting, types of patients, and goals. Without a description 
of this aspect of the work, many of the results become less com- 
prehensive. For example, the psychiatric wards of Queen Mary 
Veterans Hospital, Montreal, are open psychiatric wards in a 
general hospital. The patients are veterans or persons still in 
service who, it is felt, can be benefited by short term—up to three 
months—intensive psychotherapy. The main accent is on psycho- 
therapy which is psychoanalytically oriented. Patients can be 
admitted to these facilities if able to control their behavior to the 
degree that they will not kill themselves, assault the nurses or 
ward personnel, or break basic hospital rules, such as by acting 
out by drinking alcoholic beverages on the ward, or by other 
acting-out behavior of an antisocial type. 

No physician has more than an average of 10 patients. Facilities 
for occupational therapy and for organized social and recreational 
activities are good. Although the accent is on psychoanalytically 
oriented psychotherapy, some patients are handled by the com- 
bination of psychotherapy with organic adjuvants such as electric 
shock and subcoma insulin. 

Patients with borderline states, schizophrenic episodes, manic 
and other psychotic reactions are admitted if it is felt that they 
can be handled in an open setting. This hospital setting, therefore, 
offers the following: 

1. There is a relatively good knowledge of the psychodynamies of 
the patient’s background, and knowledge of the patient’s current 
problems gained through psychotherapy. 

From the Queen Mary Veterans Hospital and the McGill University Faculty of 


Medicine, Montreal, Canada. Read at a meeting of the Mohawk Valley Neuropsychiatric 
Society, Marey, N. Y. October 20, 1958. 
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2. There is a relatively good knowledge of interpersonal relations 
with the doctor, nurses, and other patients, and with the recrea- 
tional and occupational therapy staffs. 


3. Because of the first two factors an approach can be made to 
drug research in psychiatry in which a deliberate attempt to evalu- 
ate interpersonal, psychodynamic, social and milieu factors is pos- 
sible. 

The setting is somewhat different from that of most state hos- 
pitals. It approaches in all respects more closely the situation in 
private practice. The behavior of the patient also has to meet 
the normal sociological group criteria of his community before 
discharge. Treatment is handled by resident physicians under the 
supervision of senior psychiatrists. 

This hospital setting, therefore, caused the evolution of a re- 
search design for testing drugs which would exploit not only the 
potentialities of the patients, but those of the hospital and of the 
hospital personnel. In 1953, when this design was first established, 
certain assumptions were made, all of them serving as part of the 
basis for evolving the particular design used: 

1. No drug can alone solve human problems, since functional 
psychoses and neuroses are expressions of problems in living. 

2. What one may hopefully expect from a drug is that it will 
modify some of the physiological concomitants and motor expres- 
sions of psychic disturbance, or that it will have certain influences 
on the central nervous system, or on the biochemical state of the 
particular patient. These influences would then enable the patient 
to feel more adequate, or would be interpreted by the patient as 
helpful to him. 

To investigate these points it was necessary to establish: 1. The 
human physiological profile of the drug concerned, and clinically 
observed in the patients. 2. How this pharmacological effect in- 
fluences the patient. Here again two points should be accented: 
(a) the chemical action of the drug on the body, and (b) the way 
in which this chemical action either primarily or secondarily 
influences the psychological state of the patient for better or 
worse. 

To establish these two latter points, valid, clear-cut and un- 
equivocal observations of the patient are necessary. It was assumed 
at the outset that, because of the validity factor, only gross and 
obvious expressions of emotion should be studied, irrespective of 
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diagnosis. Thus, only patients with marked disorders of affect 
(the emotion displayed by the patient as it is seen by an outside 
observer) were chosen for study. 


ReEsEARCH DeEsiGNn 

The writer will first explain the research design, and second, 
comment on what principles of it are applicable to other settings, 
even though the details may not be. 

A severe therapeutic test was organized. Only patients with 
grossly measurable disorders of affect were put on the drug, irre- 
spective of diagnosis. A simple description or word picture of the 
patient’s condition before taking the drug was written by the treat- 
ing physician. The ward nurses made daily independent notes on 
the patient’s condition. The treating physician made daily notes 
independently. All were on separate sheets. Separate daily charts 
of blood pressure, pulse, temperature, respiration and weight were 
kept before, during, and after drug administration. These were 
continued for at least five days after the drug was stopped. A 
final summary of the patient’s course was then made, including an 
enumeration of toxic and side effects. Screening tests for toxicity 


were done before drug administration, and then weekly. The pro- 
cedures and determinations included a complete hemogram and 
platelet count, determination of hemoglobin, determination of 
serum proteins, serum globulin, A/G ratio, fasting blood sugar, 
prothrombin time, serum bilirubin, cephalin flocculation test, alka- 
line phosphatase, and complete urine analysis. Patients do not 
receive other organic adjuvants while they are on a drug study. 


A shock routine with norepinephrine was organized for use 
when a patient’s systolic blood pressure fell below 85 ml. Hg. for 
half an hour or longer. Its use has never yet been necessary. 

Psychotherapy was continued in all these patients but they were 
not allowed other organic forms of treatment, such as ECT, ete., 
while on the drug. 

In the author’s setting, it would have been artificial to pretend 
to “stop psychotherapy” and give only the drug, since a tremen- 
dous amount of treatment was offered by the hospital milieu and 
ward activities. A relationship of some sort with strong inter- 
change of feeling would still have existed between the physician 
and patient around the giving of the drug. Furthermore, the pa- 
tient’s psychodynamic reactions and the changes in the patient 
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could be assessed accurately during psychotherapy, and better, in 
the particular setting, by this technique than by any other. 

The “natural course of the illness under psychotherapy in our 
hands," ? and the available knowledge of the interpersonal rela- 
tions and the psychodynamics helped in judging which effects were 
due to the drug and which were due to psychotherapy. 

As experience evolved, it became rapidly apparent that these 
procedures for charting results sometimes broke down if the resi- 
dents did not have extremely close supervision. Furthermore, 
even the control of the psychotherapy of the individual resident 
physician would slip at times, and not give sufficient data to gauge 
easily between the results due to psychotherapy and the reactions 
due to countertransference feelings of the physician. These diffi- 
culties led to the establishment of the “drug treatment control 
team,” which not only supervises the treatment of the patients and 
the charting of data, but meets frequently with the resident group 
actually treating the patients, to assess factors such as their psy- 
chotherapeutic work, their own reactions to the patients, their 
feelings about the drug, etc. While there had been an attempt to 
assess these factors previously with some success, the organization 
of a well-trained drug treatment team has immeasurably helped 
in the task. 

A word about the “natural course of the illness under psycho- 
therapy in our hands”: Relatively few patients are on a drug at 
any one time in this hospital, the other patients being treated by 
psychotherapy and/or other means. This gives some way of 
comparing different patients who are in the hospital at the same 
time. The expectations of what progress a disease entity generally 
makes “under psychotherapy in our hands” in this hospital, are 
fairly well known. To put it another way, any unusual results, 
unlikely to be due to psychotherapy or hospitalization, would stand 
out. The application of this negative correlation added another 
measure of estimating and differentiating between therapeutic 
effects due to ward milieu, to the general treatment program, and 
to the drug. In addition to the earlier work of KE. Bleuler,? and 
G. H. Alexander,’ as well as the writer’s own, Freyhan® has re- 
cently accented the importance of knowing the natural course of 
a psychiatric illness. 

At this point; a word about the principles enumerated, that are 
applicable to other hospitals, is indicated. The details given do 
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not apply to most other hospitals, since lack of personnel and 
differences in the situation may make application in detail diffi- 
cult or impossible. What is applicable, however, is (1) the assump- 
tion that close observation of the human changes in the individual 
are important, and (2) the assumption that if a drug is given 
one must be able to observe what the pharamacological profile of 
the drug is in the patient, before attributing therapeutic effect to 
it. It is of course possible to postulate “invisible therapeutic 
effect,” but this leaves no way of estimating what that is, or of 
measuring it. Thus, the determination of the pharmacological pro- 
file, the sum of knowledge of the patient’s personal reactivity, and 
knowledge of the pharmacological, biochemical, and psychodynamic 
levels are points which could be applied in appropriate ways in 
other settings. 


Because of the relatively close relationships with the patients 
in psychotherapy in Queen Mary Veterans Hospital, because of 
the relatively intimate features of these, because of the great deal 
of data available about these factors, it was not felt that the rou- 
tine use of placebos and double blind procedures was justified in 


this setting. In other settings, however, where these factors do not 
apply, the use of placebos and double, or triple, blind procedures, 
such as the cross alternation techniques described by Sainz et al.‘ 
at Marey, may have great validity, and indeed may well become 
indispensable. 

Data were tabulated under these headings:*® Patient, age, diag- 
nosis, presenting affect prior to drug, positive findings on physi- 
cal examination, dose of drug, weight of patient, appetite, blood 
pressure; temperature, pulse, and respiration (before drug, dur- 
ing drug), and patient’s subjective evaluation of the changes. 

The choices permitted to the assessing team were—for appetite, 
“poor,” “no change,” “good”; for subjective evaluation, the team 
extrapolated the patient’s comments under the headings “helped,” 
“not helped,” or “made worse.” 

Over-all results were listed under three headings: 

1. First was the action on affect (The choices were “good” or 
“poor”; no change in the patient’s affect was considered a “poor” 
result), and a word picture of the changes was included. 

2. In another column, an extrapolation of the major observable 
changes produced by the drug was given. 
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3. A third column gave the effects on the “natural course o! 
the illness”; and the choices offered to the assessing team here 
were “changed” or “unchanged,” and a comment clarifying this was 
made. If, while a patient was on the drug, a drastic change in the 
course of the illness occurred, and this could not be attributed to 
psychotherapy or other nonspecific factors, it was attributed to 
the drug. 

Side effects and toxicity were listed in another column, while 
the final column, “disposal,” told what eventually happened to the 
patient. This last column is important, because a drug may have 
had a good physiological and pharmacological effect on a patient, 
such as, for example, in reducing motor activity, and yet the total 
therapeutic outcome under treatment with this drug may not have 
produced a remission of the illness. Or conversely, the drug effect, 
though present, may not have seemed to contribute in any par- 
ticularly marked way to the patient’s good recovery, though the 
patient did well on hospital treatment. 

The data were assessed by the director of psychiatric research, 
who usually was not one of the physicians treating the patients. 


Later he was helped in his assessment by members of the drug 
treatment team already referred to. 


In the minds of all the hospital personnel the attitude to re- 
search involves the feeling that since the patient’s welfare, rather 
than the research, is always paramount; any effects detrimental 
to the patient result, in this setting, in the rapid discontinuation 
of the treatment. There has been criticism because this has un- 
doubtedly led in many cases to a premature discontinuation of 
drug therapy on account of what were probably transient side 
effects. The hospital is probably too disposed to discontinue treat- 
ment. On the other hand, largely because of the patient-oriented 
procedures, there has never been any serious irreversible toxic 
reaction in any patient. 


Resuuts: THERAPEUTIC AND PHARMACOLOGICAL 

Two large groups of patients are discernible: 

Group A comprises those in whom the effects of a drug are over- 
whelmingly clear in a total sense, that is to say, pharmacological 
and therapeutic. This group is most important because of the 
dramatic and clear-cut manner in which the drug effects are pres- 
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ent and observable. Though the group is important, only a small 
minority of patients fall into this category. 

Group B includes all other patients. In this group, a very com- 
plex situation is produced. Each group will now be considered in 
turn. 

Group A 

When the physiological action of a drug on target symptoms 
is overwhelming, the effect is always present: For instance, motor 
overactivity in a manic or hypomanic patient can be reduced, or 
controlled, by adequate therapeutic doses of any one of most 
of the phenothiazines, as well as of reserpine. Here, there is a 
constant effect on the target symptom, “motor overactivity.” Neu- 
ropharmacologically, it is assumed that this effect is produced 
partially at least, through the reticular activating system, and 
the hypothalamus and thalamic regions, with resulting decrease 
in the alerting of different areas of the cortex. An effect on the 
hasal ganglia, and/or other areas of the brain, dealing perhaps 
with the liberation and availability of energy for muscular and 
other activities is also marked, since energy no longer seems 


available in the same quantities for the phrenetic activity observed 
in this type of patient. 


This reduction of available muscular energy, however, though 
global and total, may have varying immediate effects on the pa- 
tient. Thus, one patient may show bizarre or dissociated thinking, 
and paranoid symptomatology, in place of his previous manic over- 
activity.” Another patient may show, in very rapid order, that 
the control of the manie overactivity permitted better integrated 
control of himself, and better interpersonal relations, with rela- 
tively quick return to reality testing and normality. A third may 
show the lack of motor overactivity, while the psychological 
thought processes remain flighty but at a nonmanic speed level. 
Here, the manic irritability and inability to tolerate frustration 
often remain prominent features. Thus, though the effect is 
pharmacologically present and overwhelming, the therapeutic ef- 
fect, as contrasted with the pharmacological action, depends at 
least partially on the meaning to the patient that this pharmaco- 
logical effect has—in terms of his total situation and his adjust- 
ment to it. Thus, a patient can be made dramatically better or 
worse, depending on this factor. 





G. J. SARWER-FONER, M.D. 


To dramatize the patient’s personal reaction to the neuro- 
pharmacologically-induced changes in his body, the patient may be 
visualized as unconsciously and consciously reviewing the situa- 
tion as follows: “What is this doing to me? “Am I in the doctor’s 
power? Jf I am, is this good or bad?” “Is this helping me?” “Why 
is this being done to me?” “Is this for the doctor’s, or for the insti- 
tution’s benefit, or for mine?” “Does the doctor, nurse, occupa- 
tional therapist, and so on, care about me or care about the re- 
search?” “Ts the doctor, nurse, ete., my friend or my enemy at any 
given moment?” “As a result of all these things, what are they 
doing to my body, and how are the bodily changes affecting my 
basic psychodynamie conflicts and problems? Are they making me 
more masculine, less masculine; more adequate, less adequate; 
more feminine, less feminine?” 

The patient reacts in the framework formed by his individual 
constellation of problems, his reality situation, and his defenses 
against his problems. Included in the area of defenses, are his 
symptoms, which are the best available compromise the patient is 
able to make between his body, his conflicts, and the energy avail- 
able to cope with both. Chemical interference with some of the 
patient’s defenses and symptoms*” can, therefore, have varied re- 
sults. These depend in part on the meaning that the chemical 
interference has for the patient in terms of the factors just con- 
sidered.'*”? When this meaning is a benevolent one, both in terms 
of the physiological action and the total transference effects, the 
patient can benefit. If, however, the action is interpreted by the 
patient as detrimental to him, the patient can be made worse. 

Good Therapeutic Effect. When a drug has an overwhelmingly 
clear pharmacological effect which leads to rapid and good thera- 
peutic effect, this salutary condition is due to the fact that the 
pharmacological control of certain symptoms, through the neuro- 
chemical action of the drug, enables the patient to control certain 
impulses, and to use energies, which previously represented to this 
patient his own inability to cope, his perversity, and his inadequacy. 
The control of these symptoms is therefore supportive (enabling 
a better-externalized flow of energy), and, therefore, contact and 
reality testing are renewed. In psychodynamic terms, this is sup- 
portive to the ego. Though multiple complex factors are involved, 
the control of one or more symptoms permits ego reintegration to 
begin. It then either continues, or fails to progress, depending on 
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the way the patient’s attempts to renew externalized contacts meet 
acceptance and, therefore, success, or rejection and renewed 
crisis.’» ** ™* 

Dramatic improvement, which could not in some cases be attrib- 
uted to the drug has also been observed in some patients. This 
improvement is the result of the ego-supportive action of the pro- 
tective milieu, and of meeting dependency needs. In these cases 
the drug is incorporated as part of the supportive structure. The 
writer emphasizes that, here, reference is to the good therapeutic 
effects which characterize Group A, that is, where the physiological 
and pharmacological effects of the drug are overwhelmingly clear 
in a total sense. 


Poor Therapeutic Effect. Although the clear-cut untoward re- 
actions occurring in patients in Group A where pharmacological 
effects of the drug are present (in an overwhelmingly clear sense) 
were seen in a minority of cases, they were striking enough so 
that analysis of them permitted the establishment of important 
principles of action. In this category, are the cases in which the 
drug was given in adequate dosage to produce the desired effect 


on the “target symptoms.” The pharmacological action—that is 
to say, the pharmacological profile typical of this drug’s action in 
the human—was therefore present in these cases. And precisely 
because this profile was established and evident to the patient, 
the patients responded with panic, agitation, increased despond- 
eney, paranoid reactions, distortions of body image, increased 
withdrawal, or markedly enhanced anxiety. The psychodynamic 
reasons for these reactions have been enumerated, for all of them 
were determined because of the psychological meaning to the pa- 
tient of the physiological effects of the drug. Drugs can threaten 
a number of categories of patients :* * *° ** 

1. MALE PATIENTS WHO MASK PROFOUND DOUBTS ABOUT THEIR MAS- 
CULINITY by using social outgoingness, intellectual, and motor acti- 
vity as the major defenses against underlying unconscious femin- 
ine identifications and passivity. A drug that drastically removes 
this motor overactivity can be threatening, since they feel this to 
be a de-masculinizing action. 

2. MARKEDLY WITHDRAWN PATIENTS, WITHOUT ANXIETY OR CONFLICT 
apout IT. The drugs ean increase the withdrawal and apathy by 
further reducing the energy available for muscular activity. One 
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must differentiate these cases from some catatonic patients who 
look apathetic but are really explosive. 

3. PATIENTS WHO HAVE DEPRESSIVE REACTIONS WITHOUT AGITATION 
or ANxIETY. The drugs, by reducing a patient’s capacity for motor 
expression, increase his feeling of personal worthlessness, and his 
depression is thereby deepened. Faucett*® has also suggested a 
neurophysiologic-psychoanalytic interpretation of what can occur 
here which sounds attractive and should be either verified or 
proved faulty experimentally. 

4. PATIENTS WITH MARKED PREOCCUPATIONS OVER BODY IMAGE, OF 
ruminations over bodily integrity. In this category, are patients 
with concern about their ability to control their own bodies. Drugs 
can further decrease this ability. Others in this group are obses- 
sive-compulsive patients, or phobie patients, with obsessive rumi- 
nations over disease and bodily health. Drugs and side effects can 
increase such anxieties. Patients with borderline states, and poorly 
formed body images, often interpret the physiological effects of 
the drug as changes in their bodies. This is especially true when 
they feel in the doctor’s power, or when they interpret diverse 


side effects as further bodily impairment. 


5. A FEW PATIENTS IN THE EARLY STAGES OF A CHRONIC BRAIN SYN- 
DROME, With preoccupations over bodily function. These patients 
are sometimes frightened by the side effects which they don’t 
understand and cannot account for. Such patients are more fre- 
quently encountered in private practice or in an open setting than 
in a closed hospital. 

6. PATIENTS TO WHOM THE ADMINISTRATION OF ANY DRUG IS IN'TER- 
PRETED AS AN UNWELCOME ASSAULT OR SEDUCTION. This assault may 
be interpreted as either homosexual or heterosexual. 

7. ALL PATIENTS IN WHOM OBVIOUS SECONDARY GAIN MAKES REMOVAL 
OF THE TARGET SYMPTOMS IMPROBABLE OR IMPOSSIBLE. These patients 
do not benefit from drugs for reasons that have nothing whatever 
to do with the pharmacological efficacity of the agents. 

8. PATIENTS WHOSE AFFECTIVE RESPONSES HAVE BEEN HEAVILY CON- 
DITIONED BY CULTURAL AND PARENTAL ATTITUDES TOWARD LIFE THAT 
CAN ONLY BE CALLED “MAGICAL.” Here, cultural patterns that people 
the world with magical forces, as well as fixations in psychosexual 
development, lead to characteristic patterns of thought associa- 
tions and affective responses. The thought associations of such 
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patients, when the physiological action or side effects of a drug 
modify bodily function or energy output, equate material that is 
unconsciously symbolically-linked with the dramatic action of the 
drug. Thus the action of the drug is integrated into, and symbol- 
ically equated with, their conflicts over repressed material.’ 


9, PATIENTS WHO RESPOND WITH PANIC REACTIONS. Many patients 
develop panic after the first few days of drug administration. They 
can become intensely anxious, agitated, show classic panic attacks, 
exhibit sweating, palpitation, dilatation of pupils, ete., or complain 
bitterly about the drug. Patients have done this on any and all 
of the drugs tested. These patients uniformly fear the medication, 
regardless of its type, as putting them in the doctor’s power. 

Neurologically Determined Reactions. With the earlier pheno- 
thiazines and reserpine, an occasional parkinsonian-like syndrome 
was produced. With the study of what has been termed the “pro- 
chlorperazine model phenothiazines,”"’ such as prochlorperazine, 
trifluoperazine, and perphenazine, a very high incidence of extra- 
pyramidal and autonomic disturbances became apparent. 

In distinction to the psychogenically determined disturbances 
mentioned previously, these latter reactions are neurologically 
determined.”* 

They consist of “an excitomotor syndrome.” **’® This has been 
described by Delay, Deniker et al.*’** in France, by Freyhan” 
in the United States, and has been observed by all who work with 
this type of drug. It consists of a reaction which is more easily 
observed than described, consisting of a peculiar affective state 
in which the patient’s energies and attention seem centered upon 
himself, combined with a motor restlessness, in that various parts 
of the body are moved, combined with torsion spasms, and marked 
hypertonicity or hypotonicity of various muscle groups. For ex- 
ample, opisthotonus ean be produced, as can forced protrusion of 
the tongue from the mouth. This condition is always combined 
with a highly inereased state of suggestibility, and often with 
agitation. The patient moans, cries, seems in pain, dislikes the 
symptoms, yet when relieved of them, may then seem ashamed of 
the emotion he has displayed. Delay and Deniker have compared 
this manifestation to the phenomena of hysteria as described by 
Babinski; and have classed these reactions as “hysteroid states.” 
The term “excitomotor syndrome” is applied in this particular 
case, because the syndrome was so named in the classic French 
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neurological literature by Pierre Marie and Gabriel Levy’® when 
they observed it as a pre-parkinsonian sequella of Von Economo’s 
sleeping sickness. Deniker and Delay give the same name to these 
drug-induced phenomena. 

Other neurologically determined reactions are the “restless feet 
syndrome,” or akinesia syndrome, in which the patient feels an 
increased motor drive, cannot keep his limbs still, feels the need 
to move his feet, get up from a chair, move about, and cannot sit 
still. This is always unpleasant for the patient. Other phenomena 
seen are typical parkinsonian-like states, as described for the other 
phenothiazines and reserpine. Various isolated muscle spasms, 
hypo-, or hypertonicity of relatively isolated groups of muscles, 
are also seen frequently. These reactions occur relatively early 
in the drug administration, on an individually variable basis. It 
is to date impossible to predict which patient will develop them. 
Freyhan reports them as occurring within approximately the first 
30 to 40 days of treatment,’ and the writer’s own observations, 
although on a fewer number of cases, seem to support his conclu- 
sions. 

These actions seem to result from the effects of the drugs on 
the basal ganglia and on the related brain structures. The pecu- 
liar “affective regression” or turning of energies and attention 
toward the patient himself during the excitomotor syndrome, and 
the peculiar type of unpleasantly painful sensation described— 
which is diffuse and which the patient cannot easily quantify after- 
ward—may have some relationship to the type of unpleasantness 
described as thalamic pain. 

The writer’s team is currently engaged in doing electro-enceph- 
alographic studies of patients who develop parkinsonian-like syn- 
dromes of one variety or another while on trifluoperazine, in the 
hope that the electro-encephalographie data may have some bear- 
ing on the findings. 

Patients find these syndromes unpleasant. They do not seem 
to be to the benefit of the patient per se. Patients, however, then 
vary as to their ability to be reassured about these neurologically 
determined reactions. In some patients one sees a secondary psy- 
chodynamically determined reaction (along the principles enu- 
merated in the earlier part of this discussion) grafting itself onto 
these neurologically determined reactions. That is, some patients 
interpret these neurological effects as damaging to their bodies, 
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and develop secondary psychodynamically determined untoward 
reactions along the lines described, while others accept the re- 
assurance that the neurologically determined reactions are easily 
terminated (by reducing the dose or by adding an anti-parkin- 
sonian agent) without becoming too upset. If one increases the 
neuroleptic drug dose during the excitomotor syndrome, adds bar- 
biturates in sufficient dosage to put the patient to sleep, or adds 
another neuroleptic drug, the excitomotor syndrome is terminated. 
But if one does this by increasing the dose of the tranquilizer, 
a typical parkinsonian-like state is produced. 

Therapeutic Effect vs. Pharmacologic Effect. At this point, it 
should perhaps be emphasized that the pharmacologic profile of the 
drug was always present when adequate dosage was used, in both 
good and poor therapeutic results. There is, therefore, nothing 
therapeutically specific about the immediate pharmacological action 
of the drug per se. One, therefore, assumes that there is a re- 
ciprocal to and fro relationship between the stresses and strains 
of psychogenic origin (which at the physiological level are ca- 
pable of producing intense emotion with consequent effects at the 
neurophysiological level) and the effects produced on the cortex 
and the subcortical structures by the pharmacological action of 
the drug. The resultant action of this upon the patient’s peculiar 
personal situation and constellation of conflicts and defenses, de- 
termines whether the pharmacological profile of the drug is bene- 
ficial or detrimental to that particular patient. 


Group B 

So far, cases have been considered in which the pharmacological 
action of the drug has been overwhelmingly clear in both the 
pharmacological and therapeutic sense for either better or worse. 
The patient has either been made dramatically better or dramat- 
ically worse. Group B comprises cases with observable pharma- 
cological effects but without clear-cut therapeutic action. This 
includes the majority of patients, for, in them, the therapeutic 
effect of the pharmacological profile of a drug is not clear-cut, 
overwhelming and rapid, and the characteristic pharmacological 
profile is without an immediate determinant effect on the course 
of the illness. 


In these cases, one may say that the drug plays no decisive 
role in the therapeutic progress, and that progress only occurs 





G. J. SARWER-FONER, M.D. 41 


with psychotherapy and the passage of time, the drug being incor- 
porated as part of the whole treatment situation. It is important 
here to consider what happens with this type of patient in some 
other hospital milieus where drug administration is the treatment. 
The physiological effects of the drug are present in all these pa- 
tients. The typical pharmacological profile of the particular drug 
is present, but doesn’t seem to have any particularly dramatic 
effect. In these cases, at least in the writer’s hospital, the influences 
of the physiological effects on the patient’s problems and symp- 
toms are worked through in the psychotherapeutic relationship. 
Here, the significance of transference, countertransference, milieu, 
interpersonal, and sociological factors that enter into the process 
of remission from a psychiatric illness and play an important role 
in this, is analyzed. Space does not permit adequate treatment of 
all these factors here, although several that are important will be 
mentioned. Some of them are: 

1, THE EFFECT OF A PILL OR INJECTION AS EVIDENCE OF A DOCTOR’S 
BENEVOLENCE, magic, or as “taking the doctor in pill form.” Though 
this effect is well known to many, others fail to recognize it in the 
field of psychiatric drug research. The curative effect of a placebo, 
or of any medication whatever, is important here. Different set- 
tings (hospital out-patient department, closed hospital, open hos- 
pital, private practice, etc.) are very important, and the writer’s 
own work, and that of Shabshin, Frank Ayd, Jr., and others have 
helped to highlight the differences between open and closed hos- 
pital settings and private practice, as these affect patients, socio- 
logical attitudes, criteria of improvement, and the level at which 
the patient is studied and treated. 

2. THE PHYSICIAN’S REACTION AND ATTITUDES. These include the 
attitudes toward treatment, the attitude toward the patient, and 
such things as countertransference feelings of a negative or posi- 
tive sort to a particular patient. 

The attitude toward research on the part of the hospital per- 
sonnel is important. Many studies are done on chronic patients— 
usually schizophrenics-—and often the patients are returned to 
their former social and therapeutic situations when a project is 
terminated. Bleuler’s work,’ the work of Wittkower and Letand- 
resse,”* and Bleuler’s observations on the need for stimulating the 
chronic schizophrenic by changing his milieu if improvement is not 
forthcoming, are all worth note here. 
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3. ATTITUDES TOWARD PATIENTS. Sometimes the fact that a drug 
offers new hope in the minds of many physicians, working in set- 
tings with inadequate personnel, has led to intensified therapeutic 
interest and efforts on their part, and on the part of the entire 
hospital. This feeling of activity, of interest, with a better moti- 
vated and more optimistic therapeutic attitude, permeates an 
entire institution, and is felt by the patients. Physicians no longer 
feel impotent, but feel they are doing something positive for the 
patient. This has a most beneficial therapeutic effect on the pa- 
tients, but is not specific as to a drug. In a similar way, the fact 
that these drugs enable agitated and disturbed patients to be 
controlled without clouding the sensorium, and without the use 
of restraint, has produced a dramatic effect on both patients and 
staff, since the staff tends to be less afraid of patients who pre- 
viously, by the ferocity of their uncontrolled emotions, frightened 
many therapists and nursing personnel. One should add here the 
fact that many hospitals, especially state institutions, offer the 
patient only the alternatives of remaining ill while on tranquil- 
izers, Or using a tranquilizer as the only therapy available to get 
well. There are some patients who are going to get well, and who 
take advantage of it in terms of the tranquilizer. In another situa- 
tion, they might well take advantage of their potential for cure in 
other terms. 

4. THE ATTITUDE TOWARD THE DRUG. What one has been condi- 
tioned to expect from a tranquilizing drug often unconsciously 
influences his attitudes. Doctors and nurses may prefer one drug 
because they have been taught that it is good. Others exhibit a 
prejudice against a new drug because they have not been condi- 
tioned, for example, to predominance of extrapyramidal-like side 
effects, or because one drug permits a greater degree of ambu- 
latory activity on the part of the patient than the earlier resperine 
or chlorpromazine permitted. The last point is especially appli- 
cable to those drugs that do not have a marked hypotensive action, 
examples of which are mepazine (pacatal), and trifluoperazine 
(stelazine) as compared to chlorpromazine and reserpine. 


There are also those hospitals in which psychotherapy is “first 
class treatment” in the minds of the hospital personnel, and all 
other media, including drug treatment, are considered “second 
class treatment.” 
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5. THE “NATURAL COURSE OF THE PSYCHIATRIC ILLNEsS.” One must 
always keep in mind the tendency for a spontaneous remission in 
a protective benevolent setting—given sufficient time for this to 
occur. In the days before the organic therapies in psychiatry, this 
phenomenon was well known. In recent years, many of the younger 
psychiatrists have not been trained to expect spontaneous remis- 
sion, and have forgotten about it. This is especially true for what 
has been termed a good prognostic syndrome in schizophrenia. 
This is a first psychotic episode in a person between the ages of 
19 and 40 with a relatively good pre-existing ego, as gauged by 
some measure of prior social achievement, and usually with a large 
amount of affect present, or with catatonic regression. A patient 
of this type tends to have a remission in a hospital setting in one 
to six months. A drug that acts no faster than this therapeutically 
is of dubious value in these cases. The natural history of an acute 
depressive episode under psychotherapy shows, in many cases, a 
similar tendency to gradual alleviation. Bleuler’s classic deserip- 
tion of the natural course of schizophrenia should be read by all 
on this point.? 

6. THE RELATIONSHIP WITH THE PHYSICIAN AND THE REFLECTION OF 
THIS IN TERMS OF WHAT THE DRUG DOES. It must be emphasized that 
ali that oceurs in the therapeutic situation—he it with the nurse, 
with other patients, or with occupational therapists, ward orderlies, 
hospital administrator, or drug administrator—is seen by the 
patient in reference to his relationship with his physician; or, in 
the hospital, where this is less intense, in terms of his relation- 
ship with the hospital. This relationship should be continually 
assessed and reassessed in psychotherapeutic explorations. 

What, therefore, can be said as to the drugs’ value to date, from 
the writer’s own experience? It has been noted that, in a small but 
significant percentage of patients, the drug seemed to have an 
overwhelming therapeutic determinant action for better or for 
worse. This is clearly due to the pharmacological effect of the drug 
which, when it is strong enough, in some cases, overrides all other 
considerations. When this occurs, the patients react to the phar- 
macological effect, which controls the symptoms (which represent 
their own inability to handle their conflicts or control themselves), 
by feeling immediately stronger, more able to cope with their 
problems, more adequate, and, therefore, better. If, on the other 
hand, the pharmacological effects, rapidly and without permitting 
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time for readaptation, interfere with, or remove, defenses neces- 
sary for the patient’s compromises with his conflicts, the patient 
immediately feels worse, and shows the type of psychogenically 
determined “paradoxical” reactions already described in this paper 
and elsewhere.*" 

For the majority of patients, there is a complex interaction be- 
tween the pharmacologic effects of a drug per se, which is inter- 
preted by them as one of many variables in the total situation, and 
in the patient’s total problems and defenses. When the pharma- 
cological action controls the symptom complexes, which represent 
to the patient his own inability to function more adequately, the 
process necessary for the steady regrowth of reality testing begins 
—through a renewed centrifugal flow of energy.» ** By this, it is 
meant that a renewed flow externally of energy and interest, at- 
tached to external objects and external events, permits the slow, 
steady regrowth of reality testing, that is to say, ego potential. 
The way in which the patient attempts to retest reality at these 
times arouses responses in the significant figures of his milieu, be 
these either hospital personnel, family, or people at work. These 
responses by the patient’s significant adults determine the success 
or failure of the patient’s testing defensive operations.” Many are 
the patients who have done well enough on tranquilizers in hospi- 
tals to be discharged on maintenance doses to their families, but 
who break down again, due to the poor home situation.** Here the 
family rejects the patient and refuses to accept him, considers 
him “erazy,” and literally forces such upheavals of aggression and 
feelings of unworthiness and inferiority on him that he blows up 
and has to return to the hospital. 

7. THE ROLE OF THE DRUG IN QUIETING DISTURBED WARDS, PERMITTING 
AGITATED PATIENTS TO REMAIN CALM. That this has encouraged physi- 
cians and hospital personnel to engage in renewed psychothera- 
peutic interrelationships with their patients, and has led to renewed 
attitudes of therapeutic hopefulness on the part of many who, over 
the years, have become cynical about many state hospitals, is un- 
deniable. 

The research interest, in terms of the control of both energy for 
muscular activity and “psychic energy” in general, and of the 
selective action of certain neuroleptic drugs, is undeniable, espe- 
cially in those drugs that have been termed the prochlorpromazine- 
model phenothiazines (usually those with a piperazine ring) which 
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ean produce parkinsonian-like and autonomic syndromes due to 
their action on the basal ganglia and related structures. Here we 
have a research tool for selective study of deviations of energy, 
and of energy-channelization within the central nervous system, 
as manifested by the control of muscle tonus, and muscular activ- 
ity, as well as by a peculiar turning inward of the patient’s in- 
terests and affects. This last might be considered a chemical form 
of “regression” to a stage of secondary narcissism (or self-interest 
or self-love, if one likes), in which the patient is relatively disin- 
terested in the external world, but is intensely preoccupied with 
his own bodily discomfort and feelings. 

* * * 


In concluding, however, one must again insist that to date the 
neuroleptic drugs are only of symptomatic interest. Though they 
have proved a tremendous stimulus to the field of psychiatry and 
neurology, and though they are of unquestionable value in the 
cases discussed, they have yet to solve the problems of schizo- 
phrenia; and we still do not have specific pharmaceutical agents 


in psychiatry. The neuroleptics represent one forward step in the 
development of such agents against mental disease. The research 
possibilities they offer, in opening the field of the control and 
channelization of human energy, will probably be their greatest 
long-term contribution. 


613 Cote St. Antoine Road 
Westmount, P. Q., Canada 
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EFFECT OF CHLORPROMAZINE AND OF RESERPINE ON 
ADRENOCORTICAL FUNCTION* 


BY FRANK CoTUI, M.D., WALTER BRINITZER, M.D., ALFONSO ORR, M.A., M.S., 
AND EARLE ORR, B.S.** 


In a random study on the blood level of hydrocortisone in psy- 
chotic patients who were under chlorpromazine and under reser- 
pine medication at various dosage levels over varying periods, it 
was found that chlorpromazine consistently lowered the resting 
morning blood level of hydrocortisone, while reserpine had a less 
consistent effect.’ In the present communication, a report is made 
of a designed and more detailed study, not only of the blood hydro- 
cortisone and the 24-hour urinary levels of hydroxycorticoids, but 
also of the time and dosage factors. The opportunity was also 
taken to explore the diurnal variation of this steroid in psychiatric 
patients. 

MATERIAL AND METHODS 


Twenty-five male, hospitalized, psychiatric patients, ranging in 
age from 15 to 53 years, were the experimental subjects. They 
were divided into five groups of five patients each: Groups I and 


II for chlorpromazine, and III, IV, and V for reserpine study. 
Each of the subjects in Group I received 300 mg. of chlorpromazine 
daily, while those in Group IT received 450 mg. daily. The Group 
I patients each had three daily doses of 100 mg. and the Group II 
patients, three of 150 mg. administered orally at 6 a.m., 2 p.m. and 
10 p.m. Each subject in Group III had 5 mg. of reserpine daily, in 
doses of 2.5 mg. intramuscularly at 7 a.m. and 7 p.m. while those 
in Groups IV and V received 10 mg. daily in two doses of 5 mg. at 
the same hours. 

Blood was drawn from the antecubital vein in syringes coated 
with a film of a 10 per cent solution of heparin (liguaemin). It 
was promptly centrifuged, and the plasma separated and stored 
frozen until analyzed. Blood hydrocortisone was determined by 
Silber and Busch’s method.’ 


*This study from Creedmoor State Hospital and the Institute for Psychobiologic 
Studies, Queen Village 27, N. Y., was supported by a grant from Smith, Kline & 
French Laboratories. 

**The authors wish to acknowledge the technical assistance of Joseph Fradelli, the 
nursing assistance of Mrs. E. Alesi and the nursing staff, and the art assistance of 
Dr. Manuel Ty. Acknowledgment is also made to John R. Whittier, M.D., director 
of psychiatric research, Creedmoor Institute for Psychobiologie Studies, for assistance 
in preparation of this report. 
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To insure proper collection of 24-hour urine, all the subjects 
were housed in small rooms without toilet facilities, and each 
subject received a collecting vessel and was instructed to void into 
it. Before a bowel movement, the subject had to apply to the at- 
tendant who then made him empty his bladder into the collecting 
vessel. Since the criteria in the choice of subjects included co- 
operativeness and regularity of toilet habits, little difficulty was 
encountered in this program. In the four instances in which there 
was any question of the reliability of the collection, the sample 
was discarded. The urine was preserved with a few drops of 
toluol and kept in the refrigerator until subjected to steroid deter- 
mination, for which the Silber and Porter method*® was employed. 

Records were kept in each group for three periods: the pre- 
medication (PrM), the medication (M), and the postmedication 
period (PoM). Since the details of experimental design differed 
somewhat from group to group, these will be described with the 
results. 

EXXPERIMENTAL CoNDITIONS AND RESULTS 

The conditions and results are summarized in Tables 1 to 5, 

which also contain the clinical diagnoses of the subjects. 


Chlorpromazine Groups (Groups I and II, Tables 1 and 2). 


The design is identical in the two chlorpromazine groups except 
for the difference in dosage. In both groups there were two pre- 
medication days (PrM 1 and PrM 2); six days in the medication 
period (M 1 to M 6) and five postmedication days (PoM 1 to 
PoM 5). 


Effects of Chlorpromazine 
GROUP I (TABLE 1) 

When the 7 a.m., M 1, blood values are compared with the 6 a.m. 
(0 hour) values of the same day, only subject K, was found to 
have registered a significant fall. When compared with the aver- 
aged PrM values (average of the 7 a.m. values of the two PrM 
days), both subjects K, and H, registered falls, the ecorrespond- 
ing values of the other three remaining practically unchanged. At 
4 p.m., two hours after the second dose, only four values were 
available for comparison and at this time they were definitely 
lower than all preceding values. At 9 p.m., seven hours after the 
second dose, all the five values showed increases, despite the known 
tendency of night values to be lower than morning values.* The 
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50 CHLORPROMAZINE, RESERPINE, ADRENOCORTICAL FUNCTION 


7 a.m. values 24 hours later (M 2) showed decreases from those 
of 7 a.m., M 1, in three values and decreases from all PrM values 
in all five values. This downward tendency of all the 7 a.m. values 
seemed to be progressive, reaching the nadir on M 1 and M 4 in 
subject K, and on M 6 in the other subjects. 


GROUP II (TABLE 2) 

The response of Group II did not differ materially from that 
of I, except that while the tendency to an upswing was present 
when compared with the values just preceding, the upswing was 
never fully developed. This may be due to the higher dosage of 
the drug used in this series. 

Another method of expressing the suppressing effect of chlor- 
promazine in the blood and urinary values of hydrocortisone is 
as follows. The 7 a.m. blood values and urinary values are aver- 
aged for each of the three periods for each of the five subjects, 
and the means of the five subjects thus arrived at are again aver- 
aged, the resulting mean of means appearing in the last six hori- 
zontal spaces in Table 1 to 5. Four ratios are thus established 
for each group: 

(1) B-M/PrM, the ratio of the mean of the blood values in the 
medication period over that of the premedication period; (2) 
U-M/PrM, the ratio of the mean of urinary values in the medica- 
tion period over that in the premedication period; (3) B-PoM/ 
PrM, the ratio of the mean of postmedication blood values over 
that of the premedication values; and (4) U-PoM/PrM, the ratio 
of the mean postmedication urinary values over that of premedi- 
cation urinary values. 

These may be tabulated as follows: 

Group B-M/PrM U-M/PrM B-PoM/PrM U-PoM/PrM 
Per cent Per cent Per cent Per cent 
I 39 74 102 124 
I] 49 63 82 152 


It will be seen from this that the blood ratios in both groups in 
the medication period are significantly below those in the pre- 
medication period. However, while the postmedication urinary 
ratios show an upswing, the blood ratio in Group I is 102 per cent 
of the premedication period, and that of Group II is only 82 per 
cent. This lack of close parallelism need not cause concern. Blood 
values are transitory, and the low values of one determination 
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52 CHLORPROMAZINE, RESERPINE, ADRENOCORTICAL FUNCTION 

when the drug effect is maximum may be cancelled out by the high 
values when the drug effect is waning. On the other hand, the 
urinary values presumably reflect the total daily secretion. By 
the same token, the lower urinary ratio in the medication period 
of Group II as compared to that of Group I may be attributable 
to the heavier dose used in Group II, while the higher upswing in 
the urinary ratio in Group II in the postmedication period may 
be attributable to a higher degree of conservation of the steroid 
in the adrenal cortex as a result of the higher dose. Using the 
urinary ratio as the more faithful criterion, both the lower urinary 
ratio in the medication period and the greater upswing in the 
postmedication period in Group II as compared to the correspond- 
ing values of Group I are consistent with the higher dose used 
in Group II. 

The upswing of the PoM values suggests a conservative effect 
of the tranquilizer on adrenocortical function, which, if established, 
may have clinical utility. In any event, the difference in effect 
between Groups I and II is not highly appreciable, which might 
suggest that Group I’s 300 mg. of chlorpromazine a day approx- 
imates the maximum effect on the pituitary adrenal hydrocortisone 
secretion, and that the suppressive effect of chlorpromazine on 
adrenocortical function can never be complete. Since schizotypes 
are notoriously refractory to drugs, it is likely that nonpsychotic 
individuals will respond in this respect to a smaller dose. 

When the daily values of the subjects in each group are aver- 
aged and the averages graphed, the results appear in Figure 1, 
which visually demonstrates the suppressive or moderating effect 
of chlorpromazine on hydrocortisone secretion. 


Reserpine Groups (Groups III, IV and V, Tables 3, 4 and 5) 

In all three reserpine groups (III, IV and V) the drug was given 
intramuscularly at 7 a.m. and 7 p.m., the dose per injection being 
2.5 mg., b.i.d. for the subjects in Group III and 5 mg,, b.i.d. for 
those in Groups IV and V. As in the chlorpromazine groups, the 
study was in three periods: premedication, (PrM) medication (M) 
and postmedication (PoM). The M period was a week in all three 
groups, but the other two periods varied. PrM was three days 
in Group ITI, two days in Group IV and six days in Group V; and 
PoM was three days in Groups III and V but was a week in Group 
IV. The pertinent data appear in Tables 3, 4 and 5. 
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EFFECT OF CHLORPROMAZINE ON 
BLOOD HYDROCORTISONE & URINARY HYDROXYCORTICOIDS 


(Composite Chart of Mean Values) 


GROUP I: 100mg., t.i.d. 
GROUP II 150mg., t.i.d. 





POST- 


MEDICATION MEDICATION MEDICATION 
° 4. A. ff 4 J. A. 4. 4. 4. 4. 4. dA. 


2 ' ‘ 2 3 4 5 6 ' 2 3 a 5 6 


MICROGRAMS % FOR BLOOD-MILLIGRAMS FOR URINE 








Figure 1. B-I—blood values of Group I. U-I—24-hour urinary values of Group I. 
B-II—blood values of Group II, U-II—24-hour urinary values of Group II. The small 
numbers denote the number of values averaged; where no numbers appear, the point 
represents the mean of five values, 


Effects of Reserpine 

On M 1, there was no appreciable fall in the steroid level of the 
blood two and three hours after administration of the first dose. 
On the fifth hour after the administration of the first dose, there 
was a fall in the values of two of the four subjects in whom these 
values were available, the values of the other two subjects remain- 
ing substantially the same as previous values. At 10 p.m., three 
hours after the administration of the second dose, there was a 
substantial fall in all the subjects except in patient IV, but this 
might be a manifestation of the tendency of night values to be 
lower than morning values (diurnal variations). On subsequent 
M days and postmedicationally, there was as much of a tendency 
to fall as to rise sharply, both in the blood and the urinary values, 
there being no consistent trend. The results are shown graphically 
in Figure 2. 

Group IV, under 10 mg. of reserpine daily, was not substan- 
tially different from Group III; and Group V, also on the 10 mg. 
dose, showed an even more uneventful course. 
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EFFECT OF RESERPINE ON 
BLOOD HYDROCORTISONE & URINARY HYDROXYCORTICOIDS 
(Composite Chart of Mean Values) 


Xn 
ve 


GROUP III: 2.5mg., b.i.d, 
GROUP IV: §.0mg., b.i.d. 
GROUP V: 5S.0mg., b.i.d. 
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DAYS 
Figure 2. III-B, IV-B, and V-B—blood values of Groups III, IV, and V respectively. 
III-U, IV-U and V-U—urinary values of Groups III, IV, and V. The small numbers 
denote the number of values averaged; where no numbers appear, the point represents 
the mean of five values. 


COMMENTS 

The effect of chlorpromazine on adrenocortical function has en- 
gaged ample investigative attention; and, in this short report, it 
would be out of place to include a complete review. The experi- 
mental subjects have been rats, dogs, monkeys and men, and the 
criteria, adrenocortical content of ascorbic acid in rats and 17- 
ketosteroids excretion or hydrocortisone levels in the blood in the 
higher animals. The work on experimental animals has been eon- 
flicting, but it should be remembered that in studying a hormone 
as susceptible to psychic influences as hydrocortisone the element 
of fear may well confuse results, especially when the drug must 
be given parenterally. 

The results in humans have been more consistent. Shibusawa 
and his co-workers,’ using 17-ketosteroid excretion as a criterion, 
included surgical patients in their study and reached the conclu- 
sion that chlorpromazine “inhibits the release of pituitary, adre- 
nocorticotrophie and gonadotrophic hormones under conditions of 
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surgical stress.” Christy and his colleagues* reported that in nine 
psychotic patients under insulin coma, the administration of this 
drug lowered the response to insulin hypoglycemia of hydrocorti- 
sone in the blood. The authors’ own work to date, it will be noted, 
has been exclusively on patients in the resting state and not sub- 
jected to any artifacts produced by stress. The fact that the mean 
of the 25 “initial values” of the entire series is only slightly over 
13 micrograms % while the means of the “controls” of the Christy 
series of nine patients were 22, 20 and 26 micrograms %, in bloods 
drawn on the day of the insulin experiment, would suggest that 
the Christy patients were already under some tension before the 
insulin therapy began. 


SUMMARY AND CONCLUSIONS 
1. Chlorpromazine in doses of 100 mg. and 150 mg. per os three 
times daily, causes a fall in the blood hydrocortisone and urinary 
hydroxycorticoid values, detectable on the second day of admin- 
istration. 
2. There is a definite upswing in both blood and urinary values 


in the postmedication period, suggesting that the suppressive or 
moderating effect of chlorpromazine conserved the hormone store. 


3. Reserpine in doses of 2.5 and of 5 mg. intramuscularly twice 
daily shows no such consistent suppressive effect. 

4. The blood curve of hydrocortisone in psychotic patients ap- 
pears to follow the trend found in nonpsychoties, being higher in 
the morning and lower at night. 


Creedmoor Institute for Psychobiologie Studies 
Queens Village 
Jamaica 27, N. Y. 
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A STUDY IN MEANING* 


BY PAUL W. DALE, M.D. 


The notation of modern formal (or mathematical) logic is an 
instrument with the help of which the meanings of ordinary state- 
ments—whether in common discourse or in the special sciences 
—may be analyzed, clarified, and more precisely formulated. That 
notation enables us to state what we wish to state more explicitly 
than common speech ordinarily permits, and to express complex 
ideas so as to avoid ambiguities which the structure of every-day 
language is not equipped to circumvent with ease. 

—ERNEST NAGEL’ 


In the Diagnostic and Statistical Manual of Mental Disorders, 
psychosis is in one place (page 12) defined: “A psychotic reaction 
may be defined as one in which the personality, in its struggle for 
adjustment to internal and external stresses, utilizes severe affec- 
tive disturbance, profound autism and withdrawal from reality, 
and/or formation of delusions or hallucinations.” A previous 


paper® gave an elementary discussion of some of the problems of 
precise conveyance of meaning presented by this statement. With- 
out being critical of the statement per se (that is, of whether it 
fits with reality) it can serve as an exercise for the logical analysis 
of the meaning of definitions. 


Let: 
P=Psychotie reaction 


Q—a personality that struggles for adjustment to internal and external 
stresses 

ua factor such that: P—Qu 
The equation, P=Qu, states that among the class of person- 
alities that struggle for adjustment to internal and external 
stresses there are additional distinctions, u, so that when Q is 
sorted with respect to u (this mental operation of sorting we will 
write as the product Q.u or simply Qu),’ a class identical to P, the 
class of psychotic reactions, will result. Although not clearly 
evident in the statement under consideration, it would seem that 


*This paper was written after a correspondent in England had pointed out to the 
author various alternative meanings in the quotation from the Diagnostic and Statis- 
tical Manual of Mental Disorders (Ref. 2) in the author’s paper on Boolean algebra 
and psychiatry in this QUARTERLY, January 1955 (Ref. 3). The present paper amplifies 
that part of the former one. 
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not all Q are P, but that P’s are a special kind, u, of Q. We may 
write: 

P=Qu 
or PcQ 

P is a subelass of Q; or all P’s are Q’s; some Q’s are P’s. Either 
equation succinctly states the meaning of the first part of the 
definition. 

Let: 

a—affective disturbance 
f=profound autism 
w—withdrawal from reality 
d—=delusions 
h=hallucinations 

In the definition under study there are several alternatives of 
meaning. Let us set down some of these alternatives. 

1. If all the factors are necessarily present, then: 

P=afwdh (The sign, =, of conventional meaning, may be used if we presume 
that the definition of P includes all possible cases of P; and ex- 
cludes all not-P’s.) 

2. If we may have either delusions or hallucinations or both, 
then: 

P=afw(dvh) The operation, v, means: either, or, or both. 

3. It is not clear whether or not all the factors—a, f, w, h, and 
d—are necessary for the class P. If any one is sufficient, and 
any combination will do, then: 

P=avfvwvhvd 

4. If the class P may not require the presence of hallucinations 
or delusions, then: 

P=afw v afw(h v d) 

5. But the phrase “and/or” seems to imply that if h or d is 
present, then P occurs; so that: 

P=afw(h v d) v (hv d) 

6. The meaning of the statement that seems most likely is that 
if severe affective disturbances and profound autism and with- 
drawal from reality are present, then the patient is psychotic 
(afwCP); but if either severe affective disturbances, or profound 
autism, or withdrawal from reality is absent, the psychosis is 
absent unless hallucinations or delusions are present (h v dCP); 
and when either hallucinations or delusions or both occur along 
with severe affective disturbances and profound autism and with- 
drawal from reality, the patient is also psychotic afw(h v d) CP. 
The three sub-classes, afw, h v d, and afw(h v d), together con- 
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stitute the class P. We can wriie the single equation: 
-—=afw v (h v d) v efw(h v d) 
Following the rules for mathematical logic: 
P=afw v h v d v afwh v afwd v afwhd v hd 
The simplest equivalent expression becomes : 
P=—afw vhvd 
It takes 80 words to make a nonambiguous rephrase of this 
definition. The expression: 
P—Qu—afw vhvd 
says the same thing, and its meaning cannot be mistaken. 
Returning once more to our definition of a psychosis, we find 
that the authors say: P is a Qu which utilizes a, f, and w, and/or 
h or d. 
We must ask the authors the following questions to make clear 
what they mean: 
A. If either a or f or w are absent is P absent? That is, are 
a, f, and w all necessary conditions for P? 
B. If either h or d is present is P then present with or without 
a, f, w? 
C. If a and f and w together are present is P present if h and 
d are absent? 


When these questions are answered (in the example of the equa- 
tion of paragraph 6, the affirmative case for A, B, and C, above, 
was taken) then a precise statement in symbolic terms can be set 
down. Unless this is done, readers may have six different ideas of 
what constitutes a psychosis. 


From this short example, it can easily be seen that once the 
ambiguities are resolved it would not be much effort to state this 
or any other system of nomenclature in a series of mathematical 
expressions. This would permit a precision not possible with 
words, and the brevity of a single page. 


Greenwich Hospital 
Greenwich, Conn. 
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HYPNOTIZABILITY IN STATE-HOSPITALIZED SCHIZOPHRENICS 


BY E. 8. HEATH, M.D., P. C. 8S. HOAKEN, M.D., AND A. A. SAINZ, M.D. 


The popular notion has existed for many years that schizophren- 
ics cannot be hypnotized. However, recent studies have begun to 
diseredit this assertion. 

Wilson, Cormen, and Cole,’ in a preliminary study of the hypno- 
tizability of psychotics, successfully induced hypnotic states (to 
different depths in different patients) in 10 out of 12 schizophren- 
ics on the admission ward of a state hospital. 

In a survey of hypnotizability in various acute psychotic con- 
ditions in female patients, Gale and Herman’ reported similar 
results. In their study, six of 11 paranoid schizophrenics were 
hypnotized, although only one was hypnotized beyond the light 
stage on the Davis Seale.* Five of nine simple schizophrenics 
and the only hebephrenic in their series were also hypnotized to 
the light stage. In their survey, no patient was told she was being 
hypnotized. All of these patients were considered to be “acute” 
cases. 


PROCEDURE 


A random selection of patients between 15 and 60 years of age, 
who had been diagnosed as having catatonic schizophrenia on ad- 
mission, was made from the admission building and two “chronic” 
buildings of Marey (N.Y.) State Hospital. Seventeen men and 17 
women were surveyed. Only eight of the subjects had had their 
psychoses for less than two years and only 14 for less than four 
years. The majority of the cases were of severe chronicity. Nine- 
teen had been ill for seven or more years, and 12 of these for 12 
years or more. Two patients in the last group were in negativistic 
stupors. A third patient in such a state had been psychotic for 
three years. Several of the most chronically ill were un-co-oper- 
ative, and some showed marked silliness of behavior. 

The subjects had two trials each. In most eases, these were 
separated by two days. No subject was told that he was to be 
hypnotized. Instead, the procedure was explained beforehand as 
a measure to induce a state of beneficial relaxation. 

No more than half an hour was spent at a session. The actual 
induction attempts ranged from five to 25 minutes—about 15 
minutes in most cases. 
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Evaluation as to the depth attained by each subject was made 
by two observers on the scale devised by Davis and Husband.* 
The criteria are set out in Table 1. No attempt was made to 
obtain hallucinations in any of the subjects. 


Table i. The Davis Scale.* 


Criteria of the Stages of Hypnosis 








Stage Depth 


Score 


Objective Symptoms 





Insusceptible 


Hypnoidal 


Light trance 


Medium trance 


Deep trance 


relaxation 
fluttering of eyelids 
closure of the eyes 


complete physical relaxation 


catalepsy of eyes 
limb catalepsies 
rigid catalepsy 


glove anesthesia 


partial amnesia 

posthypnotic anesthesia 
personality changes 

simple posthypnotic anesthesia 


kinesthetic delusions, complete amnesia 


ability to open eyes without affecting 
trance depth 

bizarre posthypnotic suggestions 

complete somnabulism 

positive posthypnotic visual hallucina- 
tions 

positive posthypnotic auditory hallucina- 
tions 

systematized posthypnotic amnesias 

negative auditory hallucinations 

negative visual hallucinations, hyper- 
esthesia 








*See Ref. 3. 





RESULTS 


Assuming hypnosis to be induced at the levels of stages 2, 3 and 
4 on the Davis Seale, three women and six men were successfully 
hypnotized in the present series. An additional seven women and 
two men reached the hypnoidal level. These results are shown in 


Table 2. 
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Table 2. 








Stage 0 
9 2 2 


7 7 0 2 


Stage 1 Stage 2 


Stage 3 Stage 4 





9 
— 








There seemed to be some relationship between hypnotizability 
and duration of psychosis. Of the 14 who had been psychotic less 
than four years, six were hypnotized. Of the 19 who had been 
psychotic more than seven years, only three were hypnotized, and 
two of these only into the light stage of the Davis Seale. Only 
one of the seven subjects hypnotized into the medium or deep 
stages had been known to be mentally ill for more than four years. 

Hebephrenic deterioration features were present in six subjects, 
and induction attempts were failures in these cases. Five of the 
more chronic patients had been lobotomized, and none of these 
was hypnotized. 

Co-operation of the subject seemed necessary for any degree 
of suecess. Eleven of the patients were definitely un-co-operative 
or deteriorated. None of these could be hypnotized. Only one 
of them, a young girl who resisted the suggestions, could be put 
into a hypnoidal stage and then for but a few moments. 

No patient was hypnotized on the second trial who had not 
been on the first. Nevertheless, four failures on the first attempt 
reached a hypnoidal level on the second, and the observers felt 
that many of the subjects who reached the hypnoidal state might 
have been induced deeper with further sessions. 


SUMMARY 

It was shown that nine out of 34 schizophrenics randomly 
selected from a state hospital population could be hypnotized 
easily into a light trance or deeper. 

Elimination of the deteriorated, un-co-operative or lobotomized 
cases would raise the level to nine successful inductions in 23 
patients. 

In the total group, in addition to the nine hypnotized, a further 
nine patients reached the hypnoidal stage. It was felt that many 
of these could have been induced to a deeper stage by a further 
number of sessions, 
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The findings illustrate the fact that a good percentage of schizo- 
phrenies can be hypnotized into deep stages with a very brief 
period of induction but that little suecess can be obtained in un-co- 
operative, lobotomized or deteriorated cases. 


University of North Carolina 
School of Medicine 
Dept. of Psychiatry 
Chapel Hill, N. C. 
and 
Marcy State Hospital 
Marey, N. Y. 


REFERENCES 
1. Wilson, C. P.; Cormen, H. H.; and Cole, A. A.: A preliminary study of the 
hypnotizability of psychotic patients. PSYCHIAT. QUART., 23:4, 657-666, 1949. 
Gale, G., and Herman, M.: Hypnosis and the psychotic patient. PSYCHIAT. QUART., 
30:3, 417-424, 1956. 
3. Davis, E. W., and Husband, R. W.: A study of hypnotic susceptibility in re- 
lation to personality traits. J. Abnor. and Soc. Psychol., 26:175-182, 1931. 





THE PROBLEM OF OVERWEIGHT IN HOSPITALIZED PSYCHOTIC 
PATIENTS* 


BY HIRAM L. GORDON, Ph.D., ALICE LAW, B.S., KURT E. HOHMAN, M.D. 
AND CLARENCE GROTH, M.8.W. 


There is now little doubt that overweight increases mortality 
rates in all adult groups. Armstrong and his collaborators,’ in 
studying insurance records of the Metropolitan Life Insurance 
Company for a 25-year period, have found that overweight males 
had a mortality rate one and one-half times that of men of normal 
weight. The earlier the age at which such excess weight appeared, 
the greater the increase in mortality rates." ? Newburgh*® has found 
that the increase in mortality rate is proportional to the number 
of pounds overweight. He maintains that “Between the ages of 
45 and 55, twenty-five pounds of excess weight means a 25 per 
cent greater chance of dying within the next year; 50 pounds of 
overweight means that you have a 50 per cent greater chance of 
death in the next year than a person of normal weight.” When 
marked overweight is present there is an increase of the incidence 
of diabetes, hypertension, degeneration of the heart and blood 
vessels, gall bladder disorder, degenerative arthritis, hernia, im- 
pairment of kidney function, and certain forms of cancer." *° 
Such overweight impairs the prognosis of persons with asthma, 
bronchitis, cirrhosis of the liver, and many other conditions, as well 
as adversely affecting the outcome of some surgical procedures." ° 

Overweight may also affect the emotional life of people subject 
to it. They usually feel self-conscious, sensitive, inferior, and 
different from others. As a result, they may tend to avoid people 
and withdraw into a state of inactivity which tends to increase 
their overweight.° Conrad,’ Bruch,** Schick,’® Hamburger,’ Bro- 
sin,” and others have maintained that overeating is usually a de- 
fense against emotional problems, as well as causing or intensify- 
ing other emotional problems. 

It seems unnecessary to state further the undesirability of over- 
weight in relation to the health of the average person. Concerning 
the hospital problem, it is understandable that short-term hospi- 
tals, giving largely emergency treatment, would have little sus- 
tained interest in the weight of their patients. On the other hand, 
it seems reasonable that psychiatric hospitals, which deal mostly 

*From Veterans Administration Hospital, Fort Lyon, Colo. 
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with chronic illnesses, should be deeply concerned with their pa- 
tients’ weight. Otherwise, the hospital administrators might find 
themselves in the illogical position of treating one disease entity 
and, at the same time, fostering the existence of a condition in 
their patients that has been proved to increase the mortality rate. 


Almost every phase of the psychotic patient’s life in the hospital 
is subject to considerable control. The actual degree of regulation 
may or may not be therapeutically desirable, but it is a condition 
that exists. It is often unilaterally decided whether the patient 
is confined to a ward or is given privileges, the types and amount 
of work and recreation he is to get, the time for sleep and the 
amount, the somatic treatment given, and who shall visit him and 
for how long a time. Yet most patients are allowed to eat as they 
please, with practically no attempt to influence the amount and 
combination of food eaten. In this regard, Post’* says: “We sug- 
gest that a schizophrenic disorder may disturb the natural regu- 
lation of food intake to such an extent that it is no longer governed 
by feelings of appetite and hunger. In this way, the number of 
calories ingested often ceases to correspond with the subject’s 
requirements, and extreme deviations from a normal nutritional 
status are produced.” 

It has seemed to the authors from their observations in several 
psychiatric hospitals, that, through the permissive feeding of pa- 
tients, who are often incompetent or nearly so, many of them have 
been allowed to become far overweight; conditions harmful to the 
patients’ health have thus unwittingly been facilitated. The 
writers’ observations have led to the belief that this condition is 
becoming worse since the advent of the “tranquilizing” drugs. At 
Fort Lyon Veterans Administration Hospital, the impression was 
strengthened by the registrar’s observation that the funds of some 
patients were being depleted by the buying of new clothing to re- 
place that outgrown by these rapidly-gaining individuals. In spite 
of this buying, nurses, administrators, and patients’ relatives have 
complained that a considerable number of patients present a 
sloppy appearance because of being too fat for outgrown clothes. 
Other Veterans Administration hospitals have reported the same 
problem. 

The purpose of this study is to investigate (a) if psychiatric 
hospitals have significantly more overweight than underweight 
patients, (b) if more patients are currently gaining than losing 
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weight, (c) if patients on tranquilizers gain weight more rapidly 
than patients not on them, and (d) if patients judged to show the 
most psychiatric improvement on tranquilizers are usually among 
those gaining the most weight. 


SUBJECTS 

1. All functionally-psychotic, male patients less than 60 years 
old at a 681-bed Veterans Administration neuropsychiatric hospi- 
tal who entered the hospital prior to May 1, 1957 were screened 
for subjects. Patients who were on a modified diet, had diabetes, 
or were being treated primarily for a medical or surgical condi- 
tion, were excluded. 

2. Findings from this first group were checked against a sample 
of 156 similar patients from a large state psychiatric hospital. 
This sample was chosen by the chief nurse and supervisory aide 
from eight chronic wards. The investigators did not participate 
in the choice aside from stating the criteria. 


PROCEDURE 
Monthly weights were obtained for each patient. Their heights 
were obtained from their hospital records. Ward physicians or 
nurses.were asked to judge whether the patient was large, medium, 
or small in body build and, for those patients on tranquilizers, 
were asked to select the patients showing the most psychiatric 
improvement and those showing the least improvement on the 
treatment. A patient’s height and body build were used to enter 
the weight tables issued by the Metropolitan Life Insurance Com- 
pany® to find his recommended weight range. It was considered 
that a person whose weight was more than 10 per cent above or 
below the midpoint of his recommended weight range was over- 

weight or underweight, respectively. 


RESULTS 

Figure 1 shows the number of patients who were overweight, 
underweight, and in the normal range of weights at the time of 
selection of the samples at the two hospitals. The ,’ test, as used 
here, is based on the assumption that there are equal possibilities 
for being overweight and for being underweight, and shows the 
significance of the difference between the number of overweight 
and the number of underweight patients. Those in the normal 
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range of weight did not enter into the computation. The main 
difference between the two hospitals is that the Veterans Adminis- 
tration hospital had a smaller proportion of underweight patients. 
It will be observed that, in each hospital, approximately 40 per 
cent of the patients were overweight; recent writers have esti- 
mated that about 20 per cent of the population of the United 
States is overweight." * ™ 

It might be suggested that the overweight subjects of Figure 1 
were overweight when they reached the hospitals and that at the 
time of sampling, they were showing little change. This brings 
up the question of whether most of these psychotic patients were 
gaining or losing weight at that time. Figure 2 is based on whether 
subjects gained or lost five pounds or more in the last three months 
of the study. Subjects having less than five pounds change were 
dropped from the computation of significance. The ,’ tests the 
difference between the number of patients gaining weight and 
those losing weight. 

While there are significantly more patients gaining than losing 
weight at each of the hospitals, the proportions are about the 
same. The state hospital has slightly fewer patients gaining weight 
and more staying the same weight. That hospital aims to provide 


(143) Overweight 


Normal Z 
Underweight ities 


(72) 


PERCENTAGE 


VA HOSPITAL (N=285) STATE HOSPITAL (N=156) 


x=49.6 P=<.001 x=19.0 P=<.001 
Figure 1. Distribution of Weight of Hospitalized Psychotic Patients at Time of 
Sampling. 
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VA HOSPITAL (N=263) STATE: HOSPITAL (N=151) 


x=128 P=<.001 x*=8.6 P=<.01 
Figure 2. Weight Changes in Psychotic Patients at Time of Sampling. 


2,300 calories daily for each patient if he takes one serving of 
everything; the Veterans Administration hospital’s basic diet 
would provide 2,800 calories. For most patients, there are un- 
limited “seconds” at both hospitals. 

Some observers have maintained that most psychotic patients 
are underweight at admission. To investigate this possibility, the 
weight at time of admission was checked for all patients who met 
the writers’ criteria and were in the Veterans Administration 
hospital as of July 1, 1957. 


Table 1. Weight Status of Veterans Administration Hospital Patients 
at Admission (N=301) 





Overweight Normal Underweight 





No. of Patients 59 160 82 
Percentage of Total 19.6 53.2 27.2 








x2 of difference between overweight and underweight—3.8 
Probability—Between .05 and .10 


In this sample, the admissions were predominantly in the normal 
range of weight. There is a tendency, which is not statistically 
significant, for underweight to outnumber overweight admissions. 
A state hospital with a less selective admission policy than the 
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Veterans Administration hospital might well get sicker patients 
and thus have a higher percentage of underweight among new 
admissions. 

It seems that once the average psychotic patient encounters the 
regular routine of a hospital, along with relief from pressing prob- 
lems of the outside environment, he starts to gain weight, even if 
he isn’t taking tranquilizing medication. Data from the Veterans 
Administration hospital, when somewhat oversimplified, indicates 
that, after several months of treatment, about 17 per cent of the 
psychotie admissions shift from being underweight to normal, and 
20 per cent of the admissions go from the normal range into the 
overweight range. Generally speaking, most psychotic patients 
tend to gain weight during at least the first four months of their 
hospitalization, as is shown by Table 2. The sizes of the samples 
in Table 2, as compared with the other tables, are decreased by 
the elimination of patients started on tranquilizing drugs. 


Table 2. Mean Monthly Gain Immediately after Admission of Patients not Taking 
Tranquilizing Medication 








VA Hospital (N=—188) State Hospital (N—55) 
Pounds Pounds 





First Month 2.0 3.8 
Second Month 1.3 
Third Month 85 
Fourth Month 1.0 
Total Gain—4 Months 6.15 








Each of the five ward physicians at the Veterans Administration 
hospital was asked to select the patients on his ward who were 
overweight and underweight. This selection was based on their 
routine observations. They selected 102 overweight and 49 under- 
weight patients, whereas a careful study of weight charts, heights, 
and body builds indicated there were probably 112 overweight 
and 29 underweight patients. Therefore, this small group of physi- 
cians tended to exaggerate the underweight problem decidedly. 
There also seemed to be a tendency for physicians to judge most 
heavy people to be of large body build. 

Most of the samples at both hospitals were eventually put on 
tranquilizing medication, which was usually chlorpromazine (tho- 
razine). A recent study at one of the hospitals’* found that a higher 
proportion of patients taking chlorpromazine gained weight than 
on either reserpine or compazine. Table 3 shows the mean weight 
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9° 


3. Mean Weight Gain For Each of First Six Months for Patients Receiving 
Tranquilizing Drugs 








VA Hospital State Hospital 
Month N Pounds N Pounds 





Ist 269 3.8 109 1.8 
2d 261 2.6 106 1.6 
3d 243 1.9 103 2.35 
4th 240 2.0 95 1.5 
5th 229 1.2 89 9 
6th 227 1.0 83 14 








Mean Total Gain 12.5 9.55 








gain for each of the first six months on tranquilizing medica- 
tion. Table 4 shows the mean weight gain for the same patients 
(minus those patients who started tranquilizers just after admis- 
sion) for each of the six months immediately before starting 
treatment. The “first” months shown in Tables 3 and 4 are often 
not a whole month, as some patients were started on tranquiliz- 
ing medication between weighings. If a patient, starting a tran- 
quilizing drug, took it for 10 or more days between weighings, this 
period was called the first month of treatment. If he was on it 
for less than 10 days, the time was disregarded, and the next month 
was recorded as the first month of treatment. This is admittedly 
an arbitrary procedure; it would have been desirable for these 
patients to have been weighed when they started tranquilizing 
medication and each 30 days thereafter. 

Tables 3 and 4 clearly show that the start of tranquilizing medi- 
cation accompanied, and probably caused, considerable weight 
gains in most patients. The difference in these patients between 


Table 4. Mean Weight Gains of Patients for Each of Six Months Before Starting 
Tranquilizing Medication 





Month Before 
Start of VA Hospital State Hospital 
Tranquilizer N Pounds N Pounds 





Ist 215 , 98 
2d 196 ‘ 97 
3d 180 96 
4th 173 8 95 
5th 166 ‘ 93 
6th 163 2. 88 





Mean Total Gain 
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weight changes before the start of treatment and during the treat- 
ment may not be a completely typical one. Table 4 suggests that 
one criterion for selecting patients for this treatment might be 
that the patients were not gaining weight, and this, perhaps in 
spite of already being underweight. 

Table 3 shows that patients on tranquilizers tend to make their 
largest gains of weight in the first four months of treatment and 
that the rate of gain then seems to become smaller. The mean 
weight changes shown in Table 3 are rather extensive when one 
considers that there must have been some very large gains to 
counteract the figures for the patients who lost weight or failed 
to gain. 

For the first six months of treatment, the Veterans Administra- 
tion patients gained weight at a higher rate than the state hospi- 
tal subjects. This might be explained by the fact that the Veterans 
Administration hospital gave higher dosages of tranquilizing 
medication than the state hospital, in addition to offering a higher 
caloric diet to its patients. Perhaps the eventual mean total gains 
of the two groups might be approximately the same; but the state 
hospital group might take longer to make it. Some evidence for 
this supposition is given by the fact that the Veterans Administra- 
tion patients showed their greatest mean weight gain in the first 
month, while the state hospital patients’ highest weight gain was 
not until the third month. 

The manufacturers of thorazine state: “During ‘Thorazine’ 
therapy some patients have an increased appetite and gain weight. 
Most of these patients soon reach a plateau beyoud which they 
do not gain further weight.” No evidence is cited for this state- 
ment, and it is certainly not true at the two hospitals investigated, 
for the patients, as a whole, were still gaining at six months, and 
there is no reason to assume that smaller weight gains did not 
continue beyond the period studied. The changes in weight class- 
ification produced by six months of treatment with tranquilizing 
medication are shown by Figure 3 and Table 5. The latter shows 
the changes produced in the individual patients. 

From both Figure 3 and Table 5, it can be seen, the trend of 
weight change with tranquilizing treatment is decidedly upward. 
When patients change weight classification, 90.7 per cent of such 
changes are into a heavier classification, and 9.3 per cent into a 
lighter classification. This shows that the taking of tranquilizing 
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At start of treatment 
After 6 months 








PERCENTAGE 


























Over Normal Under 


VA HOSPITAL (N=280) STATE HOSPITAL (N=102) 


Figure 3. Changes in Distribution of Weight Classification After Six Months of 
Tranquilizing Medication 


Table 5. Changes of Weight in Individual Patients Produced by the First Six 
Months of Tranquilizing Treatment 








VA Hospital (N=280) 
After 6 Months No. 


State Hospital (N—102) 


At Start Per cent No. Per cent 





Normal 
Overweight 
Underweight 
Underweight 
Normal 
Underweight 
Overweight 
Normal 
Overweight 


Normal 
Overweight 
Underweight 
Normal 
Overweight 
Overweight 
Normal 
Underweight 
Underweight 


34.0 
17.1 
10.3 
18.6 
15.0 
1.4 
2.5 
rR 
0 





34 
21 
15 
14 


33.3 
20.6 
14.7 
13.7 
14.7 
0 
3.0 
0 

0 





medication usually has a beneficial effect on the weight of patients 
who are underweight. For patients who start at normal weight 
or are overweight, continued treatment with tranquilizers fre- 
quently has a deleterious effect on weights. One concludes, there- 
fore, that the treating physician should not keep a patient on 
tranquilizing medication without carefully observing weight 
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changes and taking steps to keep the patient’s weight within rea- 
sonable limits. 

The question naturally arises whether the size of the dosage of 
tranquilizers is related to weight change. A definitive answer is 
searcely possible with these data. The Veterans Administration 
frequently changed the size and frequency of dosages. The state 
hospital, on the other hand, tended to keep the same dosage for 
a considerable time. It was possible, however, to select 95 patients 
of the state hospital sample studied, who had been taking chlor- 
promazine for six months, and study their dosages in relation to 
their changes of weight. (Table 6.) 

Table 6. Size of Dosages and Direction of Weight Changes in 95 State Hospital 

Patients 








Total Daily Dosage 
(N=95) 0-150 mg. 151-299 mg. 300-+mg. 





Gained Weight 32 16 28 
Lost Weight 6 5 8 








x2=.81 df—2 P=between .50 and .70 


The figures in the table show that with this small group there 


was no consistent relationship between the size of dosage and the 
chances of gaining rather than losing weight. It will be observed, 
however, that most of the dosages were rather small, and a signi- 
ficant relationship might be found if a wider range of dosages had 
been used. In fact, a recent unpublished study’ concluded that 
with larger dosages of chlorpromazine, more patients will gain 
weight and fewer will lose, yet “the amount of weight gained or 
lost by each patient was not significantly related to the [amount 
of] dosage of drug administered.” 

One prominent psychiatrist has suggested that there is little 
need for mental hospitals to be concerned over patients’ large 
gains of weight, because the patients gaining the most weight are 
those showing the most improvement and are the best-behaved 
patients. If he is correct, then the patient’s psychiatric improve- 
ment might well outweigh any benefit to physical health that might 
be gained by weight control. In the writers’ sample population 
at the two hospitals, ward physicians and nurses were asked to 
designate patients showing very good improvement and those 
showing poor or no improvement, or even regression. It was then 
observed whether these patients had gained more or less weight 
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than the mean for their respective hospitals (shown by Table 3) 
during their first six months of treatment. The 65 patients show- 
ing most improvement according to this rating revealed no rela- 
tionship to weight gain above or below the mean. However, there 
was a relationship, significant at the .05 level, between the least 
improved patients and a weight gain of less than the mean. It 
would seem that the most improved patients are not the ones 
with the greatest weight gain, but that patients showing little 
weight gain tend to include those showing little or no improvement 
from tranquilizing treatment. 


Discussion AND RECOMMENDATIONS 

The weight situation at the two hospitals studied may not be 
typical of most other mental hospitals. However, it does clearly 
raise the probability, in the absence of contrary evidence, that 
there is an abnormally high proportion of overweight patients 
in our mental hospitals, that the situation is becoming worse, and 
that tranquilizing drugs contribute by causing accelerated weight 
gains in many patients. It seems that psychiatric improvement, 
as measured in this study, is not positively correlated with in- 
crease of weight among patients taking tranquilizing medication. 
There are, of course, other criteria of improvement than those 
used; and it may be that some of these are positively related to 
above average weight gains of psychotic patients. One wonders, 
however, if the inactivity and passivity of the obese patient is 
not sometimes mistaken for real improvement in attitude and 
behavior. 

Before offering any recommendations aimed at lessening over- 
weight among hospitalized psychotic patients, some presupposi- 
tions should be made explicit. The authors think that the primary 
aim of a mental hospital is the improvement of the psychiatric 
condition of the individual patient. It is quite possible that there 
are certain patients for whom an increased appetite and high rate 
of weight gain have a psychological significance more important 
than any harmful effects on physical health. This is a matter that 
would require intensive study of the individual patient and does 
not invalidate the general proposition that marked overweight of 
any large group of people is undesirable. The authors also think 
that any change involving nutrition should be made in such a way 
as not to cause undue anxiety and frustration. As food is very 
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important to the patient, changes of feeding procedure should not 
be extensive in scope or put into effect suddenly and authorita- 
tively. Most nutritionists***°***** *S are now of the opinion that 
the great majority of people gain weight solely because of an 
excess of caloric intake over their requirements. 

The following recommendations are offered to help control the 
weight of psychotic patients: 

1. A program of patient education concerning a proper diet 
could be offered. The writers find that many patients have no idea 
of what constitutes a balanced diet or what foods facilitate the 
gaining or losing of weight. At the Fort Lyon Veterans Adminis- 
tration Hospital, a few patients have shown initiative by asking 
a physician or dietitian for help in preventing weight gain. A 
considerably larger number of patients would undoubtedly avail 
themselves of such service if it were actively offered to all patients. 
Such education is all the more valuable as the released patient 
usually must depend on his own efforts to maintain a proper 
weight. 


2. A more intensive effort should be made to get increased par- 


ticipation in physical activities by patients tending to be over- 
weight.® *® *° 


» 


3. There could be a more selective offering of second helpings 
on the service line. Such foods as salads, green vegetables, and 
fresh fruit would be easily available and attractively displayed; 
second helpings of bread, potatoes, pastries, and most meats could 
be discouraged, possibly by removal from the line after the first 
serving was completed. 

4. In larger mental hospitals there could be special wards oc- 
cupied by markedly overweight patients who would be fed at a 
dining room or at a cafeteria line offering only a lower caloric 
diet than regular hospital fare. 

5. There should be an earlier selection for special diets of pa- 
tients having weight control problems. When patients do not 
co-operate in their diets, they might receive phenmetrazine hydro- 
chloride,’® dextro-amphetamine derivatives, or other appetite-low- 
ering agents. 

6. Various service organizations could be helped to find means 
of entertaining patients, other than by persistently offering large 
quantities of attractive, fattening food to patients who have al- 
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ready eaten their regular meals. These very co-operative and help- 
ful organizations could offer more companionship and activity, 
while cutting down on food and drinks. 

7. Canteen books of patients on special diets could be prom- 
inently marked so that they could not be used to purchase food or 
certain drinks. 

8. Group psychotherapy could be instituted for overweight pa- 
tients, not only to give the participants group support but also 
to afford some help in alleviating the emotional problems that 
contribute to causing overeating. 


SUMMARY 

Overweight increases mortality rates, unfavorably influences the 
incidence and impairs the prognosis of certain diseases, and helps 
produce undesirable emotional problems. When psychotic patients 
at two mental hospitals were studied, it was found that: 

1. There were significantly more overweight than underweight 
patients (P=<.001). 

2. Significantly more patients were currently gaining than losing 
weight (P=<.01). 

3. At admission, underweight patients outnumbered overweight 
patients, and most patients tended to gain for the first four months 
after admission. 

4. For at least the first six months of its administration, tran- 
quilizing medication resulted in considerable weight gain with the 
mean weight gain decreasing somewhat after four months. 


5. The relationship of the size of dosage of tranquilizing medi- 
cation to the amount of weight change was not clear. 


6. Patients showing most psychiatric improvement (according 
to the criteria used) with tranquilizing medication were not neces- 
sarily the ones gaining the most weight, but patients showing the 
least improvement tended to be among those showing little weight 
gain or showing loss of weight. 

It was concluded that mental hospitals are doing a commend- 
able job in bringing underweight patients to normal weight, but 
that they definitely need to devote more attention to preventing 
development of normal weight patients into overweight patients. 
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Suggestions were made to help prevent patients from becoming 
overweight. 


Veterans Administration Hospital 
Fort Lyon, Colorado 
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INTENSIVE SHORT-TERM TREATMENT IN A DAY CARE FACILITY 
FOR THE PREVENTION OF REHOSPITALIZATION OF PATIENTS 
IN THE COMMUNITY SHOWING RECURRENCE OF PSYCHOTIC 
SYMPTOMS* 


BY ELSE B. KRIS, M.A., M.D. 


Four hundred fifty patients released from mental hospitals after 
successful treatment with psychopharmacological compounds have 
been closely followed over periods of up to four years. 

Some of these patients, having become well-adjusted to commu- 
nity life without maintenance pharmacotherapy, showed suddenly, 
for some reason or other, recurrence cf symptoms that required 
quick, controlled action in order to prevent the need for rehospi- 
talization. 


Another group of patients who required maintenance therapy 
with one of the ataractic drugs had to be urged over and over 
again to continue with their medication. In spite of this, some 
patients discontinued taking their drugs and consequently showed 


recurrence of psychotic symptoms. They rapidly became acutely 
disturbed and needed to be rehospitalized. 

To prevent rehospitalization, patients in both of these groups 
have been treated in the Day Care Facility, which has been operat- 
ing for a year at the time of writing. These patients received 
ataractic drugs there, either parenterally or orally under the 
supervision of psychiatrists, social workers, and nurses. The re- 
quired drug dosage was adjusted daily. The patients were kept 
busy under the guidance of an occupational therapist. The social 
worker, when necessary, attempted to assist in the solution of 
family problems. 

Patients requiring such care, which was provided from Monday 
through Friday from 9:30 a.m. to 4:30 p.m., were able after two 
to four weeks of attendance to return to their household duties or 
their jobs. Staying away from their jobs for such very limited 
periods did not cause loss of the jobs, and the patients returned 
to work as they would have after a physical illness that had 
kept them away for a few days only. Children in a woman pa- 
tient’s home could be taken care of during this limited period by 


*From the Research Unit, Aftercare Clinic. New York State Department of Mental 
Hygiene, 2 West 13th Street, New York 11, N. Y. 
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a member of the family, a neighbor or friend; and the need for 
foster home placement was avoided. 


The results achieved in a pilot study of a total of 26 patients 
(21 women and five men), seem to be promising, allowing for the 
fact that, in the set-up described, there was opportunity for con- 
trolled action and thus the prevention of rehospitalization of pa- 
tients showing recurrences of psychotic symptoms. All these 26 
patients had been diagnosed as schizophrenics during their hospi- 
tal residences. They represented part of the group of 450 patients 
under aftercare and supervision by the Research Unit at the Man- 
hattan Aftereare Clinic in New York. They were accepted for treat- 
ment in the day care facility attached to this unit because of reeur- 
rence of psychotic symptoms, auditory hallucinations, delusions, 
ideas of reference, or others. 

The following case histories illustrate the type of patients 
treated, type and length of treatment, as well as the results 
achieved. 

CasE 1 

E. J., a 28-year-old woman, diagnosed as having schizophrenia, paranoid 
type, had an early childhood and youth described as uneventful. She com- 
pleted high school and went to work as a clerical worker. In June 1951, 
she became very disturbed, reacted to auditory hallucinations, stopped 
talking, refused food, and as a result had tw be hospitalized the follow- 
ing month. At the hospital, she received electric shock and insulin therapy; 
and, as she failed to show improvement, was finally, in 1955, placed on 
chlorpromazine therapy to which she responded very well. In September 
1955, she was finally, after more than four years of hospital residence, 
released on convalescent care, and, upon recommendation from the hospi- 
tal, was continued on maintenance chlorpromazine treatment. 

She adjusted well in the community, receiving only 50 mg. of thorazine 
daily at bedtime. She found a job as a file clerk and got along well. 

In November 1957, she married—vith the consent of her parents—a man 
whom she had known for six months and who himself, had had a break- 
down causing him to be hospitalized for about a year. At the time of their 
courtship, he appeared to be free of active psychotic content, although he 
was somewhat rambling and circumstantial in his speech. 

Shortly after the wedding, the husband came with the patient to the 
clinic, insisted upon her discontinuing the clinic visits, saying that she 
did not need any more attention; and he refused to have her continue 
with medication. However, on May 6, 1958, the patient’s husband made 
contact with the clinic, asking for the patient to be seen immediately as 
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she had again become very disturbed, did not eat, and responded to audi- 
tory hallucinations; and he felt that she needed immediate attention. 

The patient came to the clinic on May 7 and was found extremely dis- 
turbed. She was restless, would not sit in a chair, would not talk, did not 
respond to any questions, and at times talked to herself. She was im- 
mediately kept at the Day Care Facility where she received 100 mg. of 
chlorpromazine parenterally. Thereafter she was given the same drug orally, 
up to 600 mg. of thorazine daily. By the end of a week she already showed 
considerable improvement, was able to communicate, and answered questions 
relevantly, but still was withdrawn and somewhat fearful. On the tenth 
day of her clinic attendance at the Day Care Facility, the chlorpromazine 
dosage was reduced, first to 300 mg., and then gradually to 100 mg. of 
thorazine daily, given by mouth. During the third week at the Day Care 
Facility, she was able to socialize with the other patients there. 

On June 4, 1958, the patient was seen to be in remission of her symp- 
toms. She was neat and tidy in her appearance and pleasant in conversa- 
tion. She said herself that she had started hearing voices again, that these 
voices were all of a threatening nature, and that she had been extremely 
frightened. On June 5, she was released from the Day Care Facility and 
at first came to the clinic at weekly interve.s, later at less frequent inter- 


vals. Her husband and her mother reported that she was taking care of 
her household all by herself, did her own shopping, and was back to her 
previous level of adjustment. This time, both the patient and her husband 
agreed to have her continue on maintenance drug therapy. Up to now, 
the patient is still functioning well in the community and shows no evi- 
dence of the presence of any psychotic content. 


CasE 2 

R. T., a woman of 36, was diagnosed during her hospital residence as 
schizophrenic, catatonic type. It was reported that her mother had died 
at the patient’s birth, and her father when she was only 10 years old. Con- 
sequently, she grew up in her sister’s home, and went to school while living 
there. After a year of high school, she left her sister’s place in the country 
to go to one of the larger cities in the Middle West where she worked as 
a domestic. She was married when she was 18 and now has five children, 
the oldest, 16, the youngest, seven. 

In 1952, she is said to have become very disturbed and delusional, and 
to have expressed ideas of referenecc, besides having auditory hallucina- 
tions. She was hospitalized in August 1952, and released on convalescent 
care in September 1953. 

In November 1956, after having adjusted fairly well in the community, 
she had to be rehospitalized and stayed in the hospital until April 1957. 
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But as early as July 1957, she was returned from convalescent care; and 
she was finally released from the hospital only in December 1957. 

When she was returned to the community, R. T. was under the care of 
the Research Unit and, upon recommendation of the hospital, was con- 
tinued on maintenance pharmacotherapy. She adjusted well at home; but 
her husband showed a great deal of ambivalence toward her needs for after- 
care and finally decided that the patient no longer required any medication 
and that she should get along without it. On July 9, 1958, the patient’s hus- 
band brought her to the clinic in a rather disturbed condition, saying that 
he wanted to return her to the hospital. She was found to react vividly 
to auditory hallucinations; she accused the neighbors of talking about her, 
and said that she could hear them calling her bad names. She was asked 
to stay at the Day Care Facility, where she was given immediate paren- 
teral medication, followed by oral medication which was adjusted accord- 
ing to her needs. 

By August 5, 1958, the patient had reached her previous level of adjust- 
ment, and was pleasant, cheerful, and in good contact. She stated that the 
voices had disappeared again. She got along well with the other patients 
in the center. While attending the Day Care Facility she was kept busy 
doing some sewing, as well as learning to schedule her household chores 
in a better way. The patient stated that she had to take care of all her 
household tasks, including the care of her five children, without any assist- 
ance, and that this really had been a strain on her. 

After discussion with the social worker, the husband, and the patient's 
oldest daughter, it was arranged that part of her household chores should 
be taken over by the oldest daughter and that the husband also would 
assist with sume of the housework. After being released from the Day 
Care Facility, the patient attended the clinie at regular intervals, and, 
to date, has shown good adjustment. She is continued on only 50 mg. 
of thorazine at bedtime. 


CasE 3 

M. A. was a woman of 36. Her diagnosis was schizophrenia, mixed type. 
She was born in New York, and her childhood is described as uneventful. 
After completion of high school, she did office work for a year, then married 
a man 10 years older than she was. Her married life is described as rather 
unhappy. There were several periods of separation between the marriage 
partners. There are no children. 

Early in 1952, the patient began to express ideas of reference and per- 
secution; she became emotionally disturbed, and reacted to auditory hal- 
lucinations. This led to her hospitalization at the end of January 1952. 
She was released from the hospital a year later, started to work again, 
and at first got along well on the outside. However, in September of 1955, 
she was again hospitalized, this time remaining in the hospital until Jan- 
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uary 1957. After only a brief time outside, she was again hospitalized 
in March 1958, and then released again in June 1958. During her hospital 
residences, she received electric shock and insulin coma therapy, and finally, 
on her last hospitalization, was treated with chlorpromazine. 


Because of this history of repeated hospital residences, she was placed 
on maintenance pharmacotherapy. However, she was rather reluctant to 
take her medication, admitted that she frequently forgot to take it, and, 
in September 1958, again became disturbed. When seen at the clinic, she 
was found to be delusional, again reacting to auditory hallucinations, and 
expressing various ideas of reference. The patient had been working since 
her last release, and was extremely afraid of being returned to the hospital. 
She was kept in the Day Care Facility where she received pharmacotherapy 
as well as supportive psychotherapy. At the end of the second week at 
the clinic, she was able to socialize better with the other patients there 
and started to do some typing as well as other simple clerical work. After 
‘our weeks at the Day Care Facility, she was able to return to work, and, 
to date of writing, has retained her job. 


As the case examples demonstrated, symptoms were brought 
under control in these patients in a few weeks, and they were able 
to return to their various duties. This, it seems, was possible 
mainly because of the combination of various forms of therapy 


in a therapeutic community-like setting. While the necessary daily 
adjustment of type and dosage of drugs used was made possible, 
the fact that these patients were under constant supervision at the 
Day Care Facility permitted other forms of therapeutic approach, 
as, for instance, supportive psychotherapy and occupational ther- 
apy, as well as case work with members of the family. In addition 
to this, the various members of the staff, working as a team, 
discussed each individual case in daily conferences, and treatment 
plans were arranged by mutual agreement. 

The table shows the average duration of treatment at the 
center for this group of patients. 


Length of Time Needed for Control of Psychotic Relapse in a Day Care 
Facility, and Outcome of Treatment 








Treated at Day Care Center 2 weeks 3 weeks 4 weeks 








Returned to previous job ¢ 0 
Obtained new job 0 
Returned to hcusehold duties 5 


0 








Total treated: 26 é 5 
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The results so far appear to indicate the value of such a tem- 
porary treatment facility, making control of acute psychotic re- 
lapse possible within a very limited period, and outside the hos- 
pital setting. 


The study is now being continued on a larger scale, with plans 
to conduct it over a period of three years under a research grant 
from the Department of Health, Education, and Welfare, National 
Institute of Mental Health, Bethesda, Md. 


Research Unit, Aftercare Clinic 

New York State Department of Mental Hygiene 
2 West 13th Street 

New York 11, N. Y. 





SCHIZOPHRENIA AND THE DOUBLE BIND* 


BY MALCOLM L. HAYWARD, MD. 


It seems to the writer that the most valuable recent addition 
to our knowledge concerning the psychotherapy of the schizophre- 
nias, is the concept of the “double bind.” Research on this was done 
by Bateson and his colleagues in Palo Alto.’ ? 

In the briefest terms, the hypothesis of the double bind assumes 
that the mother of a schizophrenic, in her attitude and statements, 
presents to the patient ideas, feelings and demands that are 
mutually incompatible. As a result, the child is constantly being 
placed in situations where he “can’t win.” 

A classic example would be the time-worn plea, “If you loved 
me, you would do what I tell you to.” Here the child must give 
up his individuality and independence or run the risk of losing 
his mother’s love. 


Another form of the double bind would come when a mother 
tells her child, “You don’t want to walk in that nasty mud.” Thi 
reality is, of course, that he does want to walk in the mud. This 


is a normal wish. But the mother tells him that he does not have 
that wish. Since mother represents the world and knows best, the 
child must deny his own developing personality. Gradually he 
loses his individuality and becomes bound to his mother. Gradually 
he becomes an extension of her, enmeshed in her problems. 


The writer recently had an instructive example of how com- 
plicated a double bind can be. He had been working with a young 
man who had been suffering from a paranoid-catatonic type of 
schizophrenia. His father was dead, and the patient had had great 
difficulty in breaking away from his mother. Finally, he was able 
to marry and establish a home of his own. 

One day his mother phoned to invite him and his wife to a 
dinner party she was planning for his sister and her husband. 
Since this couple and their friends were all considerably older than 
he, the patient protested that he and his wife wouldn’t fit in. The 
mother persisted, saying that the party would be good fun and 


*From the Hall-Mercer and Pennsylvania Hospitals, the departments of psychiatry 
of Hahnemann Medical College and the University of Pennsylvania Graduate School 
of Medicine, and the Philadelphia Association for Psychoanalysis. 

This paper was presented to the Philadelphia Psychiatrie Society at a symposium on 
the psychotherapy of the schizophrenias on March 14, 1958. 





90) SCHIZOPHRENIA AND THE DOUBLE BIND 


that everyone would miss him if he didn’t come. The patient re- 
acted to this with increasing anger. By the time of his next inter- 
view, he was in such a state of fury and agitation that the writer 
feared another catatonic breakdown. 

It proved possible to quiet him by agreeing that there was some- 
thing peculiar in all this, since his sister and brother-in-law were 
a good deal older, had plenty of friends and showed little interest 
in the patient. He was encouraged to question his mother further 
as to how he and his wife would fit in. Nevertheless, on first glance, 
it seemed that the patient was being unreasonable and difficult. 

The patient finally put his finger on the real problem by asking 
his mother whom he would sit next to at dinner. At this the mother 
stormed, “You have to come in order to represent the men of the 
family.” 

As mentioned, the father was dead; while the only brother had 
committed suicide. So one now can begin to see that the mother 
was asking the patient to fill their places. 

After a considerable amount of work, it finally became clear that 
the harmless-sounding phrase, “Do come to my party, it will be 
lots of fun,” really meant, “I don’t know or care who you really 
are, but I insist that you turn into your father, to fill his place. 
You must also become your brother so as to deny my tremendous 
hostility, which drove him to suicide.” 

The outcome of all this was most interesting. Following her 
outburst, the mother lost interest in the patient’s coming to the 
party and arranged for a separate table of older people where she 
could sit. 

Here, truly, is a double bind. The problem lay in the mother 
but she was able to shift the blame onto the patient by making 
him appear unreasonable and difficult. It can be seen that the 
mother had little interest in the patient as a real person and was 
simply using him to fill her needs. When it is realized that this 
type of situation still constituted a life-or-death threat to the pa- 
tient’s shaky ego and body-image, his violent reaction becomes 
understandable. 

Crucial, of course, is the fact that part of the communication 
between mother and son was preconscious or even unconscious. 
It took a considerable amount of work to clarify what had really 
gone on between the patient and his mother. Once he was clear 
about the problem, he felt greatly relieved. 
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If the writer had not known of this research on the double bind, 
his attitude would probably have been that the patient was being 
unreasonable and difficult; that he still showed an excessive re- 
action to his mother. It was hard to believe that an invitation to 
a party could carry forces that were destructive to individuality 
and independence. 

There are probably two principal reasons why the double bind 
is so pathogenic. First of all, the “victim” is put into a position 
where he appears unreasonable; where the blame is put on him. 
He not only is presented with a problem, but also with a feeling 
of guilt. Second, he himself may not be consciously and clearly 
aware of the nature of the problem involved. He may only be able 
to sense that something is “all wrong,” that some danger is threat- 
ening. 

If we doctors are on the look-out for the double bind, we may 
well be able to understand a good many reactions in our patients 
which seem unreasonable and inexplicable on the surface. 


SUMMARY 


rn: . ° » 
his paper was presented at a symposium on the subject of psy- 


chotherapy for the schizophrenias. The author believes that a 
valuable recent addition to our therapeutic armamentarium is the 
concept of the “double bind,” as described by Bateson and his 
colleagues. This hypothesis assumes that the mother of a schizo- 
phrenic patient has repeatedly communicated to her child ideas, 
feelings and demands that are mutually incompatible. This forces 
the patient to deny his developing personality, so that he loses his 
individuality and becomes bound to the mother. A clinical example 
is described. 


111 North 49th Street 
Philadelphia 39, Pa. 
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THE EXECUTIONER BECOMES THE EXECUTED* 


BY JAMES A. KNIGHT, M.D. 


Suicide is the ninth leading cause of death, and probably de- 
serves a level much higher than ninth in mortality statistics. Esti- 
mates in this country run as high as 100,000 suicide attempts a 
year, with death resulting from less than 5 per cent of them. 


The problem is a complex one, with no single factor which can 
be assumed as the cause. Even when one has extensive records on 
a suicide case which he has studied thoroughly, there remain baffl- 
ing facets and unanswered questions. Heraclitus’ words, written 
centuries ago, are applicable but not especially comforting as one 
tries to understand this phenomenon: “You cannot find the bound- 
aries of the soul, even if you travel every road; so deep is the 
measure of it.” 

Just the same it behooves us to search our clinical records for 
new clues in understanding this kind of human behavior, for new 
ways to detect the potential candidate and, when detected, to help 
him find a healthier solution to his problems. 


MoTIVATION IN SUICIDE 

The best-known theoretical framework for understanding the 
psychodynamies of suicide is that elucidated by Karl Menninger.’ 
Three components comprise this theory, and all three are present 
in varying degrees in each suicidal act. The three components are: 
(1) the wish to kill (conscious hate); (2) the wish to be killed 
(conscious guilt feelings) ; (3) the wish to die (conscious hopeless- 
ness, worthlessness, and despair). Menninger’s theory, though, 
owes much to Freud’s view expressed in the paper “Mourning and 
Melancholia,” which describes the dynamics of depression as essen- 
tially the turning of an individual’s sadism against himself.’ 

Otto Fenichel extends Freud’s basic theory and states that sui- 
cide is the result of a strong ambivalent (submissive fear and 
coercive rage) dependence on a cruel super-ego and the necessity 
to get rid of the unbearable tension of strong guilt feelings.’ He 
goes on to say that to have a desire to live, evidently means to 
feel a certain self-esteem, and to feel supported by the protective 
forces of the super-ego. When this feeling vanishes, the original 

*From Baylor University College of Medicine, Houston, Texas. 
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feeling of annihilation of the deserted hungry infant reappears. 
Since the super-ego is composed of introjects which represent in- 
corporated love objects, suicide represents an extreme form of 
submission to the cruel super-ego on one hand, and on the other 
hand involves the murder of the original object whose incorpora- 
tion helped to create the super-ego. This is murder of the kind of 
Dorian Gray’s murder of his image. 

No psychiatrist has been more articulate and clear in elucidating 
the dynamic pattern in depression than Sandor Rado.* He pictures 
the depressive spell as a desperate cry for love, precipitated by an 
actual or imagined loss which the patient feels endangers his 
emotional and material security. The patient has lost his loved 
one. The emotional over-reaction to this emergency unfolds, with- 
out the patient’s awareness, as an expiatory process of self-punish- 
ment. Through blaming and punishing himself for the loss he has 
suffered, he hopes to reconcile “the mother” and to reinstate him- 
self into her loving care. His dominant motivation of repentance, 
though, is complicated by the simultaneous presence of an intense 
resentment. His guilty fears push him toward humility and re- 
pentance; and his coercive rage pushes him toward resentfulness. 
In the forephase of the depressive spell, the patient has a tendency 
to pour out his resentment on the beloved person—the one who 
deserted him or let him down. This is an effort to force the per- 
son to love him. When the patient feels that his coercive rage is 
defeated, his need for repentance becomes dominant. His rage 
then recoils and turns inward against himself, increasing by its 
fervor the severity of his self-reproaches and self-punishment. 
As a supreme maneuver for forgiveness, the patient may be driven 
to suicide. As he attempts to end his life, he seems to be acting 
under the illusion that this supreme sacrifice will reconcile the 
loved one and secure her nourishing graces—forever. 

Durkheim used a sociologic approach in his monumental study 
of suicide.’ He described three types of suicide: 1. Altrwistic sui- 
cide, in which there is an over-integration of the individual with 
society. The individual’s life is rigorously governed by custom 
and habit and he may commit suicide because of higher command- 
ments, either those of religious sacrifice or blind political alle- 
giance. 2. Egoistic suicide, in which the individual is inadequately 
integrated into his society. 3. Anomic suicide, in which there is a 
lack of regulation of the individual by society. His adjustment to 
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society is suddenly disrupted as through great economic depres- 
sions or by sudden wealth. 

Durkheim felt that there was an antithesis between the social 
and individual psychopathological explanations of suicide. Actu- 


ally they are complementary. Modern methods of psychoanalysis 


were unknown to Durkheim. Freud had just begun his investiga- 
tions of the unconscious determinants of human behavior when 
Durkheim’s sociologic study of suicide appeared. The task which 
lies ahead is to interrelate the life histories of individual suicides 
with sociological variables, on the hypothesis that certain sub- 
cultures or social environments may induce, perpetuate, or aggra- 
vate the suicide-potential. In this way, we may be in a position 
to establish generalized occurrence.* 

Eissler holds the thesis that suicide is the result of rebellion 
against death.’ He feels that for most people the idea of having 
to die is unbearable. In committing suicide one believes he has 
cheated death as the condemned man cheats the executioner 
and the waiting crowd when he kills himself. He goes on to say 
that probably for most suicides, the act does not mean really 
dying, since dying for them is something which is passively sub- 
mitted to. When actively carried out, it becomes a triumph as if 
the ego has proved itself to be almighty by being strong enough 
to cast its own life aside. 

Because of the danger and unpredictability of the suicide 
attempt, it has been likened te gambling and the urge to challenge 
fate. “Psychopathologically, both seem to spring from the urge to 
test the balance between the libidinal and lifepreserving tenden- 
cies on the one hand and the destructive impulses on the other.’* 

Fromm holds a rather simple view about the etiology of suicide.* 
He states that suicide has to do with the whole balance-concept 
of life as an enterprise which can fail. Many cases of suicide are 
caused by the feeling that life has been a failure and that it is 
not worth living anymore. One then commits suicide, just as a 
business man declares his bankruptey when losses exceed gains 
and when there is no more hope of recovering the losses. 


Durkheim’s pupil, M. Halbwachs, extended the work of his teacher by advocating 
the combination of sociological with psychological and clinical approaches as a better 
method of providing some answers to the problem of suicide. See Ref. 6. 
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The following notes left by two of the writer’s patients seem 
to illustrate well the view just presented.* The first note was 
written by an intelligent 23-year-old girl, married to a graduate 
student. The second one was written by a 28-year-old woman, 
married to a promising young artist. Each note is addressed to 
the husband. 

(1.) Please forgive me, but I can’t stand myself any longer. I’m just 
a weakling. Please, please forgive me. I’ve asked the Lord to forgive me, 
too. He will for He is good and understands. 

No one is to blame but myself. I just couldn’t accept my limitations. 
Now I know I ecouldn’t be a good wife to anyone. I’m too weak—too stupid. 
I don’t want to be a drag on anyone any longer. My [husband’s name] 
is wonderful. I could never love anyone but you, and all I’ve done to you 
(and Mother, too) is cause you heartache. I’ve tried to hold on to you, 
but it isn’t fair to you. Love [Name]. 

(2.) I know you want to be a painter dear—at the cost of all else—so 
Godspeed to you—and take care of the girls—[daughter’s name] has it 
in her to be a good painter—but tonite she told me she wanted to be a 
nurse—encourage her in whichever direction she wants to go—you can 
do it much better than I—don’t blame yourself—above all don’t blame 
vourself—I would just hang on to you—I know why you went to the party 
tonite—so I’m going to die—very shortly—because no one cares—thank 
you for giving me the opportunity—not nasty—and I don’t think I’m 
being selfish—I just don’t want the girls to turn out as I did—help them 
and for God’s sake help yourself, now, while you’ve got time—is there 
anything else—only that I loved you in the wrong way but I did love 
you. I haven’t made any blames on you altho’ I’ve felt some—it’s all been 
a chain reaction—only I didn’t realize how I’d hurt you—we were wrong 
—there’s a lot more but I haven’t time—tell the girls that I may not have 
been much of a mother but I did love them—I tried to tell [daughter’s 
name] tonite—I love you my dearest but to have three children on your 
hands is a little too much—I love you—[Name]. 

Suicide in the geriatric age group merits a separate discussion. 
Suicide is not uncommon in elderly people. Depressive illness is 
prevalent in the older age group and one could list multiple etio- 
logical factors—among them deaths of loved ones, declining physi- 
cal health, change in work status (retirement, loss of job), and 
mental deterioration. Confusional states following surgical pro- 
cedures, severe physical illness, or other forms of stress sometimes 
lead to suicide if the patient is not protected during this period. 

*Both of these patients survived, though they made serious attempts and came close 
to death. 
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The confusional state is characterized by the clouding of con- 
sciousness and disorientation. Its onset is sudden and its duration 
is short. In old age the majority of suicidal people are psychotic. 
They can be included generally in two clinical groups: the depres- 
sive states, and the chronic brain syndromes due to cerebral 
arteriosclerosis or senility. The best known prophylactic measures 
against mental breakdowns in elderly people are to see that they 
are socially integrated in the community and that they feel useful, 
valued, accepted, and loved. 

As for suicide in children, including adolescents, there are also 
multiple motivations. However, the major psychodynamic factor 
is the real or threatened loss of a love object. Deprivation of love 
is an unbearable situation for some children.’® When a child feels 
the threat of the loss of a love object, he develops feelings of rage 
toward the frustrating object, plus feelings of worthlessness and 
helplessness. Clinically, he then appears depressed. The mechan- 
ism is not too different from that of depression in adults. The 
rage against the frustrating parents is turned inward, but the sui- 
eidal child goes a step further and makes a desperate attempt at 
regaining contact with the lost love object. Thus the suicide act 
represents a type of restitutional phenomenon.” The child, through 
suicide or other self-destructive acts, attacks the introjected love 
object and through the attack attempts to recover it. This is 
similar to the belief that through death one is united with the love 
object. Such a belief is dramatized in Shakespeare’s Romeo and 
Juliet. 

Also the child often wishes to punish the depriving, frustrating 
figure by the induction of guilt.* This is illustrated in Mark Twain’s 
Tom Sawyer. Tom was frustrated by his aunt, and he was com- 
forted by the fantasy of committing suicide by drowning himself 
in the Mississippi. He thought to himself how remorseful his aunt 
would be when his pale, limp body would be brought into her 
presence. He imagined her saying: “Oh, if I had only loved him 
more. How differently I would have treated him if I had only 
known.” 


*This mechanism is used also by adults. Literature furnishes an excellent clinical 
illustration. Anna Karenina, before throwing herself beneath the wheels of a passing 
train, contemplated the guilt her suicide would induce in her husband Vronsky: “To 
die! And he will feel remorse; will love me; he will suffer on my account.” (Ref. 12.) 
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The act of suicide seems even more puzzling, if one believes 
like Silverberg’® that the ego’s main purpose and motive is to 
insure survival, and that this drive does not require a rational 
basis. The author interviewed hundreds of allied prisoners as they 
were being released from Japanese prison camps after World War 
II. They had lived in the most miserable of circumstances in the 
midst of starvation, death, disease, and abuse—yet they clung 
tenaciously to life. No matter how desperate the circumstances 
are to which we may be reduced, most of us still wish to live 
and are loathe to end our lives. This is eloquently described by 
the old woman in Voltaire’s Candide :* 

I have grown old in misery and shame, with only half a backside, always 
remembering that I was the daughter of a Pope; a hundred times I wanted 
to kill myself but I still loved life. This ridiculous weakness is perhaps 
the most disastrous of our inclinations; for is there anything sillier than 
to desire to bear continually a burden one always wishes to throw on the 
ground; to look upon oneself with horror and yet to cling to oneself; in 
short, to caress the serpent which devours us until he has eaten our heart? 

Suicide may seem to contradict the primacy of the drive for 
survival. This is true only if suicide is taken at its face value. 
Suicide for many is an act of vengeance and murder, often cal- 
culated to torture. Also the act of suicide seems postulated upon 
a conviction of survival in some form. (Many suicide notes seem 
to imply that the victim still plans to be around.) 

This issue becomes clearer if self-destructive tendencies are 
not regarded as the only motivating force in suicide attempts. 
Thus, in discussing suicide, one should think in terms of two 
groups: those who attempt suicide and survive, and those who 
are successful in killing themselves. The suicide attempt seems 
to be a desperate cry for help. The person may or may not be 
consciously aware of his appeal to the human environment for 

*Just as eloquent a testimony can be drawn from real life to show the courage 
and dignity man can summon from within himself when the only logical course seems 
to be to lie down and die. Recently I met a beautiful woman of Jewish extraction 
who had spent World War II in Nazi concentration camps. She was put in prison 
when she was 17. Her mother and three siblings died while imprisoned. She developed 
tuberculosis but managed to survive. She stated that nobody expected to survive the 
imprisonment. In one year in her barracks building, only 47 out of 200 were left. 
They died of typhus, tuberculosis, starvation, and other causes. She saw only one 
person commit suicide. They clung to life even when hope was gone. There was high 


voltage barbed wire around the camps, and to die one had only to touch the wire. 
Yet none did except one. 
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some kind of rescue. Though a suicide attempt has an appeal 
function this does not necessarily make it a hysterical gesture. 
Suicide attempts frequently occur in hysterics because hysterics 
avail themselves of, and accentuate, common behavior patterns, 
preferably those of high communicative value. Thus it seems un- 
wise to use the term “hysterical gesture” in describing any suicide 
attempt. 


Though emphasizing “the appeal for help” motive in many cases 
of attempted suicide in contradistinction to an action aiming only 
at death, nevertheless death is in the individual’s thoughts before, 
during, and after the attempt.* This attitude dominates the psy- 
chological reactions of the human environment. Though only an 


attempt, it is a form of death and survival. This is a strong stim- 
ulus for a renewal and revision of human relations on the part 
of those concerned. Our society rates life and health above all 
other values and holds as a basic moral tenet the mutual respon- 
sibility of individual and group for each other. Thus, suicidal 
acts can be looked upon as events in the course of the struggle 
for adjustment. 

The author’s interviews with patients who have attempted sui- 
cide confirm the impressions of others that most attempts appear 
to be made in such a way that an intervention by others seems 
possible and often probable. Thus such behavior can best be under- 
stood when it is related to the human environment. This view 
accords with the psychoanalytical concept concerning the suicidal 
act, which is usually regarded as a manifestation of aggression 
against human objects with whom the individual has identified 
himself, or as an attempt at union with a deceased person. Since 
no relationship is free from ambivalence, it is not surprising to 
find, also, in the act of suicide manifestations of both social and 
destructive tendencies, of love and hate. The outeome depends not 
only on the degree to which each of these tendencies is present 
but also on the response of the human environment, provided the 
latter is given an opportunity to intervene. The way in which the 
community responds, with its ambivalences of love and hate, has 

‘This is described well by E. Stengel: “If one had to design a pictorial symbol for 
attempted suicide one would present this act as Janus-faced with one aspect directed 


towards destruction and death, and the other towards human contact and life.” 
(Ref. 14.) 
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much to do with the final outcome of a suicide attempt. This is 
stressed because of its vital significance in preventing repeated 
attempts at suicide. 


PREVENTION OF SUICIDE 

Can anything be done toward prevention of suicide? As has 
been mentioned, it is the ninth leading cause of death and probably 
deserves a level much higher than ninth in mortality statistics. 
The family or the physician often hides the cause of death, because 
of the emotion attached to suicide, and another diagnosis is placed 
on the death certificate. In other situations one does not know, 
such as auto accidents. Then there is the large group of so-called 
physiologic suicides—among them are chronic alcoholics, drug 
addicts, diabetics who refuse to follow the prescribed regimen, and 
chronic accident repeaters. 

The first step in prevention is to get rid of the misconceptions 
regarding suicide. A leading one is that suicide is always a symp- 
tom of mental disease. The Japanese cultural acceptance of hara- 
kiri refutes such a belief. Also many anthropological studies of 
primitive cultures place suicide in a context different from mental 
illness. 


Another myth is that suicide is rare among Negroes. A study 
of patients in a psychiatric out-patient and in-patient facility will 
reveal as many depressed patients among Negroes as among 
whites. 


Also the factor of strong religious beliefs as an effective check 
against suicide has lulled some physicians into complacency. Is it 
really true that Roman Catholics have a lower suicide rate than 
other religious groups? Or has the severity of the stigma caused 
the truth to be hidden? Priests, rabbis, and ministers of all de- 
nominations have committed, and do commit, suicide. 


Other myths are that children do not commit suicide and that 
mental defectives are “too dumb” to do so. Also, those that talk 
about suicide never go any further than talk.* This is false; a 

*This view is further strengthened by a recent study in St. Louis. One hundred 
thirty-four consecutive suicides were studied by means of systematic interviews with 
family, in-laws, friends, job associates, physicians, and ministers a short time after 
the suicide, It was found that 69 per cent of the suicides had communicated suicidal 
ideas and that 41 per cent had specifically stated they intended to commit suicide. 
The study also revealed that in the majority of instances, the suicidal communications 
were recent in origin, repeatedly verbalized, and expressed to many persons. (Ref. 15.) 
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person’s discussing suicide is a danger sign’® and may be a des- 
perate plea on his part for help. 

There seems to be a tendency to give a warning of the impend- 
ing event and to give others an opportunity to intervene. This 
warning is also a powerful threat, and if this warning is not heard 
or is overlooked, the patient may then take action. 

Then above all, the physician should not heed the common coun- 
sel of avoiding direct questioning about suicide, out of fear that 
the doctor will put suggestions in the patient’s mind. The physi- 
cian should ask leading questions. Often the patient’s ability to 
talk about his suicidal impulses may be a form of emotional cath- 
arsis and give considerable relief. 

Another myth is that the threat of criminal proceedings has 
a preventive effect on suicide and attempted suicide. Statistical 
studies are not especially helpful at this point, because of the 
many factors influencing the incidence of suicide. Suicide ceased 
to be a criminal offense on the European continent during the 
second half of the eighteenth century but remained one in England. 
English suicide rates are lower than on the continent; but one 
ean speculate that the tendency toward concealment would be 
greater in England than elsewhere, owing to the legal status of 
suicide. In Scotland, where legislation is in keeping with the con- 
tinent, the suicide rates are lower than in England.* 

A recognition of danger signs is the next major step in suicide 
prevention. 


First of these signs is the presence of depression, especially 
with agitation, but any depression is dangerous and can be sui- 
cidal. The proper management of the depressed patient is outside 
the scope of this paper. The writer feels constrained, though, to 
mention one of the symptoms of depression—insomnia. When the 
patient awakens long before his time to arise—for example, around 
4 a.m.—he is an excellent candidate for suicide. 


Next, is a past history of a suicide attempt. This offers a major 
field for preventive work. Many will repeat the attempt. 

Where there is a family history of suicide, the physician should 
put a great deal of credence on the possibility of suicide. 

*The suicide rates for England in 1951, 1952, and 1953 were 13.2 for men and - 


6.8 for women. The corresponding rates for Scotland were 7.7 and 3.4 respectively. 
(Ref. 16.) 
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Every patient who has made a suicide attempt should have a 
psychiatric evaluation and definitive treatment. Many hospitals 
have a plan like that of Charity Hospital, New Orleans, La. Every 
patient brought to the emergency clinic who has made any kind of 
suicide attempt, no matter how minor, must be evaluated by the 
resident psychiatrist in the process of disposing of the patient’s 
case. If it appears that the patient made only a manipulative ges- 
ture and his physical condition is all right, he is allowed to go home 
after counseling with him and his family and giving him an early 
appointment to the out-patient psychiatry clinic. If the patient 
made a genuine attempt, he is hospitalized for psychiatric evalua- 
tion and treatment. Often physicians do not feel the same concern 
for suicide as for medical or surgical fatalities. There is some 
tendency to feel that suicide is the individual’s own business and 
he has a right to die if he wishes. And we have heard patients 
say, “If I want to die, I should be allowed to. After all, this is a 
free country.” 

All threats or gestures of suicide, though spoken of in jest or 
seemingly insincerely, should never be lightly dismissed. Although 
the patient may not carry out the threat, almost everyone who 


does commit suicide has given some earlier warning of his inten- 
tion. 


Lay persons must be trained to do preventive work. Often sui- 
cide occurs when a patient seems almost recovered from a depres- 
sion. Physicians are aware of this and in spite of apprising fami- 
lies of this hazard, patients are often signed out of hospitals 
against medical advice, and forthwith commit suicide within hours 
after leaving. 

Public education is of great importance in preventing suicide. 
We are still restrained by prejudice, and other factors, in our 
efforts to provide effective psychiatric treatment. Mental illness 
is generally considered disgraceful, and those who try to commit 
suicide are often considered weak and useless. The danger signals 
of suicide should be widely publicized. Mental hygiene clinics could 
help greatly by tackling this practical problem and giving educa- 
tional aid. 

An even more crucial step in suicide prevention is the vigorous 
training of parents and teachers in the principles of mental hy- 
giene. Fromm contends that it is a safe assumption that a high 
suicide rate in a given population is expressive of a lack of mental 
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stability and mental health.’ If this is true, it behooves all of 
us to work for a high level of emotional health in our society, for 
this reason and many others.* 


Baylor University College of Medicine 
Texas Medical Center 
Houston, Texas 


Some of the items regarding motivation and prevention of suicide were discussed 
briefly in a previous article. (Ref. 18.) 
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A TEACHING TECHNIQUE FOR INFERRING PSYCHODYNAMICS* 


BY JULIAN I. BARISH, M.D., AND BRUCE BUCHENHOLZ, M.D. 


This paper is concerned with one of the most difficult problems 
in psychiatric education, that of teaching students to infer psycho- 
dynamics from the data of a case work-up. 

Consider this problem for a moment. In the daily practice of 
psychiatry, a physician examines a patient and comes to some 
conclusions regarding the forces motivating his behavior. How 
does he reach these conclusions? He makes a series of inferences 
from the information he has elicited from the patient. But how 
does one teach a beginner to make inferences, logical inferences 
which account for most of the relevant clinical data? 

The technique described and illustrated here is a suggested 
answer to the latter question. It requires the preparation of a 
case work-up. The teaching procedure is divided as follows: Step 
1, selection and organization of data; Step 2, inference of psy- 
chodynamie trends; Step 3, integration of the inferences. 


Step 1. Selection and Organization of Data 

The key to the technique is the organization of the clinical data. 
In preparation for this step a chart is outlined (Figure 1). Each 
horizontal division in the chart represents a period of the patient’s 
life: early childhood, late childhood, adolescence, and adulthood, 
plus a division for the period of the present illness. The vertical 
divisions in the chart represent selected behavioral areas: the 
areas of family and marital relationships, the sexual area, the 
social (or community) area, the areas of school and work, and 
the area of clinical symptoms. These areas of behavior have been 
found to furnish the most useful material for the inference of 
psychodynamics, but an adequate study could conceivably be made 
by substituting other areas. 

Data selected from a good case study are organized according 
to the specific behavioral areas and age levels in the chart. The 
most impressive and pertinent information about each area at 


*A preliminary draft of this paper was presented by Dr. Buchenholz before the 
Long Island Psychiatrie Society, at Central Islip State Hospital on April 15, 1958. 
The initial stimulus for the development of this technique was the section, “Key 
Psychodynamics,” in “Manual of the Columbia University Psychoanalytic Clinic,” 1952 
edition (mimeographed), prepared by Sandor Rado, M.D., then director of the clinic. 
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AREAS OF BEHAVIOR 





Age Family School 
Periods and Marital Sexual Social and Work | Symptoms 





Early Childhood 





Late Childhood 





Adolescence 





Adulthood 





Present Illness 























Figure 1. Outline of Behavior Chart 


each age period is inserted in the appropriate place. The emphasis 
is on recurrent or persistent behavioral traits, and on behavior 
representing the overt expression of emotion. This chart, then, 
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is concerned with the patient’s behavior, not with the circumstances 
under which this behavior was carried out nor with the external 
forces and experiences which influenced him. For practical pur- 
poses, the items to be entered are condensed into brief descriptive 
phrases or sentences. The student goes to the case history and 
concentrates first on the area of early childhood. He asks himself 
what data concerning the patient’s actions, feelings, or attitudes 
are relevant to his relationship with his family at that period of 
life. These are recorded in their proper place on the chart. The 
student then asks himself what data in the history of early child- 
hood reflects the patient’s adaptation in the sexual area, in the 
social area, and so forth, and notes each item of behavior on the 
chart. He refers again to the history and extracts data in the same 
areas at each of the various age levels. 

In taking this first step, the student selects enough data to 
provide a liberal sampling of behavior; yet, because this must be 
a practical technique, he does not include so much information 
that the chart becomes unwieldy. 

The types of data and the way in which they are condensed 
and organized will be illustrated later in this paper. 


Step 2. Inference of Psychodynamic Trends 

The completed behavior chart can, by its very organization, 
provide information which, without it, might have been difficult 
to extract. If one selects any specific age level and reads across 
the chart, he gets a general picture of the outstanding personality 
characteristics of the patient at that period. By comparing one 
picture with the next, and then with the next, certain gross changes 
and shifts in adaptation and certain consistencies stand out 
sharply. 

In the same way, instead of reading across the chart for pictures 
of the patient’s personality at different ages, one can read in a 
vertical direction and get a picture of the patient’s development 
in particular areas. 

Inferences are based on the characteristics of the patient’s 
behavior, viewed against the background of the life-cireumstances 
and events which were recorded in the case study. In teaching 
this technique to beginners, emphasis is placed on making the 
simplest and most practical inferences. 
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Step 3. Integration of the Inferences 


Completion of the second step provides a series of psychody- 


namic inferences about the patient at different periods of his life. 
The third and final step is the summarization and integration of 
these inferences. The summary constitutes the psychodynamic for- 
mulation. It should provide an integrated picture which accounts 
for the recorded facts, which has logical consisteney, and which 
is readily usable for clinical purposes. 


Illustration of the Technique 

The use of this technique for inferring psychodynamies is illus- 
trated with the following case history. The history has been 
abridged to suit the purposes of this presentation and to conceal 
the identity of the patient. 

Identification. Mrs. A. was a 35-year-old housewife, living with 
her husband and son. She was thin, but attractive and youthful. 

Presenting Problems. “I get nauseated and can’t eat. My heart 
pounds. I’m afraid of what will happen to me.” 

Present Illness. The first attack occurred a year before therapy 
began. While the patient was eating with her husband, she sud- 
denly experienced nausea and palpitation, which lasted for a minute 
or two. Subsequent attacks increased in frequency to almost daily 
occurrence, and increased in duration to about 20 minutes. At first, 
the patient was aware of no particular emotion; but she soon 
began to feel intense fear during the attacks. At times, there was 
also a sensation of dizziness. She associated the attacks with eat- 
ing, with social gatherings, and with being at home alone. She 
could sometimes throw off an attack by leaving a gathering. 

The patient did not relate the onset of her attacks to any specific 
event. It was noted, however, that shortly before they began, her 
husband, who for years had done considerable traveling, took a 
position which required even more absences from home. He was 
preoccupied with the greater responsibilities of his new venture, 
and it seemed to the patient that he was more interested in busi- 
ness than in his family. On oceasion, she mildly protested his 
preoccupation with work and expressed resentment about his em- 
ployer, but she did nothing to dissuade him from his business trips. 
“His traveling bothers me, but nothing can be done about it. He 
would be unhappy without his work.” Although asserting that she 
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“adored” her husband, she was irritable with him, had no interest 
in sexual intercourse, and felt bored with her marriage. 

The patient was increasingly alarmed by her symptoms. She 
feared that she had an undiagnosed disease and would die during 
an attack, although repeated medical studies had revealed no 
organic pathology. She lost her appetite and avoided staying alone, 
turning to her sister for companionship and reassurance. Embar- 
rassed by the attacks, she also avoided social gatherings and cur- 
tailed the charity work in which she had been active. She contin- 
ued to manage her household and to take care of her son, but did 
so with difficulty and with little satisfaction. 

Family History. The patient was the younger of two sisters in 
a middle-class family. She was raised in a large eastern city. There 
was no history of mental illness in her family. 

The patient described her father as strict and tyrannical. He 
would often fly into a rage, screaming and breaking furniture. He 
was away from home a good deal on business, but his stays at 
home were invariably the occasion for violent scenes dreaded by 
the entire family. His rages were directed mostly at his wife but 
sometimes at the children. He died of heart disease when the pa- 
tient was 21. 

The patient’s mother was described as a quiet, uncomplaining 
woman who could not stand up to her husband. She was diligent 
in providing for the children’s needs, but was undemonstrative and 
stilted in expressing affection. She favored the older sister, who 
was sickly and required extra attention. The mother died of cancer 
when the patient was 29. 

The sister, three years the patient’s senior, was the less attraec- 
tive of the two. She resented the patient, excluded her from her 
activities, and at times attacked her physically. 

Personal History. In early childhood the patient was obedient, 
learning early to avoid provoking her father. During his rages 
she would run and hide. She was particularly afraid he would hurt 
her mother, and was tempted to protect her mother, but was afraid 
her father would then turn on her. When chased by her sister, she 
would run to her mother for protection. She was a feeding prob- 
lem in her early years, refusing food which she did not especially 
like. She played with other children, but was shy and would not 
venture far from her mother. She recalled that, at five, when a 
little boy suggested mutual genital inspection she ran to her 
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mother. She eried and resisted going to school for the first few 
days. At six, on a physician’s advice, she was kept home from 
school for a few months because of a “nervous breakdown,” con- 
sisting of crying spells and tantrums. 

In late childhood, the patient’s relationship with her father con- 
tinued unchanged. She was not close to her mother or sister and 
spent more and more time away from home. She was active and 
somewhat tomboyish. She had several intimate girl friends and 
sought sexual information from their mothers. She had no sexual 
play. At school she was a good student, was helpful with the 
teachers, and was never involved in mischief. Her health was 
good, and she had no symptoms except mild fear of heights and of 
arguments. 


In adolescence her menarche was uneventful. The patient was 
more assertive with her father in such matters as wearing lipstick 
and high heels, but was apprehensive of his disapproval. She 
continued to be distant with her mother and sister, but always had 
at least one intimate girlfriend. She was attractive and popular 
socially. She had as many dates as her father would allow and 
experimented with kissing. In high school, she was an average 


student in academic subjects. Although she excelled in music and 
sports and was class president, she lacked confidence in her ability. 
After graduation, she worked briefly as a secretary. 

The patient’s adulthood is dated from her marriage, which oc- 
curred at 20, after a brief courtship. She was devoted to her hus- 
band and considered herself happy. Sexual relations were poor 
at first, owing to the patient’s unresponsiveness. They lived with 
her husband’s mother and were unable to oppose her when she 
insisted that they keep their bedroom door open at night. When 
they established their own household, the patient enjoyed sexual 
activity although she did not experience orgasm. 

She was discontented about her husband’s traveling, but occupied 
herself with raising her son, keeping house, and doing volunteer 
work for several charity organizations. She always had one close 
woman friend in whom she confided. She was not active socially 
and entertained infrequently. She had a close relationship with 
her son and was worrisome about him but not overprotective. In 
housekeeping she was meticulous, and in entertaining, a perfec- 
tionist. During this period, she was somewhat more fearful of 
arguments and violence. Her health was good. She visited her 
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parents regularly but did not feel close to them. When her father 
died soon after her marriage she regretted that her last contact 
with him had involved an argument, but she had a sense of freedom 
and relief. Her mother died several years later, whereupon she 
became friendly with her sister for the first time. 

Behavior During Interviews. Initially the patient acted poised 
and sophisticated, but soon she began to show tension (fidgeting 
and playing with keys). She was reserved in discussing her feel- 
ings, particularly about her husband and about her sexual experi- 
ence. She showed little annoyance or anger at any time, but man- 
ifested pleasure and pride while discussing her son. She was pre- 
occupied with her physical symptoms. There were no obvious dis- 
turbances of attention, orientation, or memory; no hallucinations 
or delusions ; no depersonalization. 

Physical Examination. The referring physician reported no sig- 
nificant findings in her physical examination. 

Diagnosis. Her diagnosis was: anxiety reaction. 


Demonstration of Step 1: Selection and Organization of Data 

In reviewing the case history, data are extracted about each be- 
havioral area at each age level and are reorganized in the behavior 
chart. For example, one notes that during the patient’s early child- 
hood she was obedient with her family, that she hid from her 
father, that she was timid with her sister and clinging with her 
mother. These items are entered in the appropriate place on the 
chart. It is noted in the sexual area during the same period that 
the patient ran away when a boy suggested sexual play, and this 
fact is entered. This process is repeated for each section of the 
chart. The completed behavior chart is shown in Figure 2. 


Demonstration of Step 2: Inference of Psychodynamic Trends 

At the first level on the chart there are the comments: “obedient, 
hid from father, timid with sister, clinging with mother, avoided 
sex play, socially shy, resistant to starting school, refused food, 
had erying spells and tantrums.” This, in broad terms, is a picture 
of an anxious, withdrawn, dependent young child, with inhibitions 
in every behavior area. These characteristics indicate the preva- 
lent emotion of fear. The only items inconsistent with this picture 
are the tantrums and refusal of food, which imply that beneath 
this anxious and withdrawing attitude there was some degree of 
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AREAS OF BEHAVIOR 
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Age 
Periods 


Early Childhood 


Age 0-6 


Late Childhood 


Age 7-11 


Adolescence 
Age 12-19 


Adulthood 
Age 20-33 


Period of 


Present Lilness 


Age 34-35 


Family and 
Marital 


Sexual 


Social & 
Community 





Obedient. 
Hid from father. 
Timid with sister. 
Clinging with 
mother. 


Timid with father. 
Distant with 
mother and sister. 


Mildly assertive 
with father. 
Distant 
mother and sister. 


with 


Happily married. 
Discontented with 
husband’s_ travel- 
ling but unasser- 
tive. 

Effective but 
worrisome with 
son, 
Relieved 


father died. 


when 


Friendly with 
sister after 
mother’s death. 


Bored with 
marriage. 
Unassertive but 
irritable with 
husband. 
Dependent on 
sister. 





Avoided sex 
play. 


Shy. 





Sought sex- 
ual informa- 
tion from 
friends’ 
mothers. 
Had 


play. 


no sex 


Tomboyish. 
Intimate 
with girl- 


friends. 





Experi- 
mented with 


kissing. 


Had sexual 
lesire but 


uo orgasm, 


Lost sexual 


lesire. 





Popular. 


Intimate 
with girl- 


friends. 


Had limited 
social 
activity. 
Perfection- 
ist in enter- 
taining. 
Confided in 
vomen 
friends. Did 
‘harity 


work. 


Resented 
husband’s 
employer. 
Curtailed 
social activ- 
ities and 





charity 
work. 


l School and 
Work 


Symptoms 





Resistant to 
starting 


school, 


Helpful with 
teachers. 
Avoided 


mischief. 


~|Exeelled in 


sports. 
Was 


president, 


class 


Meticulous 
house 


keeper. 


Lost interest 
in house- 


ceeping. 








Refused 
food. Had 
‘rying spells 
ind tan- 
‘rums. 
Mildly fear- 
ful of 
heights and 
irguments. 


Lacked self- 
onfidence, 


Feared 
ieights and 
irguments. 


Had attacks 
of 
valpitation, 


nausea, 


ind fear. 
Lost appe- 
Feared 
being alone, 


tite. 


being ill, 





and dying. 








9 


Figure 


Completed Behavior Chart 


anger. Review of the case history provides a ready explanation 
for these emotions in her mother’s rejection, her father’s rages, 
and her sister’s attacks. One infers that she was motivated by 
fear of separation (from her mother) and fear of violence (from 
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her father and sister) and by a corresponding anger at each mem- 
ber of her family. The anger was suppressed, but, when it was 
accentuated by continued frustration, it erupted in tantrums. 

At the next level, that of late childhood, the notations are: “timid 
with father, distant with mother and sister, sought sexual infor- 
mation from friends’ mothers, had no sex play, tomboyish, intimate 
with girlfriends, helpful with teachers, avoided mischief, and inildly 
fearful of heights and arguments.” This adds up to a picture of an 
anxious child who was withdrawn from her immediate family but 
had begun to reach out to other people. The noteworthy change is 
that the previous clinging behavior seen with the mother was re- 
placed by relationships outside the family. The tantrums disap- 
peared, but fear was manifested in her sexual inhibition, her sub- 
missiveness toward authority figures (father and teachers), and 
her phobias. The fear of heights and the fear of arguments were 
symbolic replacements of the fear of separation and the fear of 
violence that were manifested at the previous level. 

At the level of adolescence, the impression is one of budding 
assertiveness, pronounced in school and social activities, but 
limited with her father and in sexual activity. Her closest rela- 


tionships continued to be outside the family. Her functioning was 
at its peak at this level. Fear was manifested mainly in her lack 
of self-confidence, which was striking in view of her considerable 


Successes. 


At the level of adulthood, one sees a woman who was function- 
ing fairly well in her marriage and in social and community acti- 
vities. However, fear is inferred from her timidity with her mother- 
in-law, her worry about her son, her frigidity, her perfectionism, 
her dependence on friends, and the return of her phobias. Sup- 
pressed anger is implied in her silent discontent with her husband’s 
traveling. 

At the level of the present illness, there were attacks of anxiety, 
severe phobias, and acute physical symptoms. She was incapac- 
itated in almost all areas (bored with marriage, without sexual 
desire, had few social activities, had lost her appetite) and had 
become more dependent on her husband and sister, The cireum- 
stances of the onset of her symptoms (her husband’s increased 
absences) leave little doubt that she was motivated by fear of 
separation. Anger is inferred from her irritability with her hus- 
band and her resentment of his employer. One further infers a 
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fear of punishment from her fear of being alone (being abandoned) 
and her fear of illness and of death. 


Demonstration of Step 3: Integration of the Inferences 

This series of inferences may be summarized and integrated as 
follows: 

The patient was motivated by lifelong fears of separation and 
of violence. These originated as responses to her mother’s rejec- 
tion and to her father’s rages and her sister’s attacks. During 
early childhood her fears affected her adaptation in every area 
and initiated inhibitions which have persisted until the present, 
interfering particularly with self-reliance and sexual functioning. 

With the increased resources of late childhood and adolescence 
and opportunitites for relationships outside her family, the pa- 
tient’s fears diminished and she scored notable successes in school 
and in social activities. However, her fears still had significant 
effects: she lacked self-confidence, was sexually inhibited, and was 
dependent on maternal substitutes. 

As an adult, the patient shifted her dependence to her husband. 
She had sexual and social inhibitions but functioned well as a 
mother. Her fear of separation and of violence and her suppressed 
anger at her husband made for a precarious adaptation. The in- 
crease in her husband’s absences intensified her fear and anger, 
producing physiological disturbances. Her anger evoked guilty 
fear of punishment (abandonment, illness, death), which was mani- 
fested in her acute phobic symptoms. 

This summary completes a demonstration of the technique of 
inferring psychodynamies by an explicit procedure. The illustra- 
tion is a relatively simple formulation derived from an elementary 
cease study. The procedure provides a student with an understand- 
ing of the underlying motivational patterns in a patient’s behavior. 
It enables him to plan realistic therapeutic goals and to plan 
appropriate treatment measures. It provides a map by means of 
which he can understand the behavior of the patient as it mani- 
fests itself during the course of the treatment. Although the for- 
mulation undoubtedly will be modified and amplified as new facts 
emerge, it gives a student a solid foundation on which to build. 

The terms in which this conception of the patient’s psychody- 
namics are expressed are perhaps less familiar to some than the 
terminology which is used by psychoanalysts and psychotherapists 
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operating within a somewhat different frame of reference. This 
raises the question as to whether this technique is applicable only 
within the frame of reference used here. The method of arriving 
at an understanding of motivating forces is based on the material 
of the case study; the frame of reference into which one fits the 
facts is optional. One may use the same procedure regard- 
less of the way in which one understands psychodynamics. This 
can be demonstrated by using the same case study and behavior 
chart to formulate a psychodynamic conception within a different 
frame of reference. 


Alternate Demonstration of Step 2: Inference of Psychodynamic 
Trends 

Referring back to the behavior chart, one may interpret the re- 
fusal of food and the clinging behavior during the period of early 
childhood as evidence of an intense orality, and the crying spells 
and tantrums as oral aggression. 

Reviewing the case history, one concludes that this oral fixation 
was initiated by the mother’s ungiving, rejecting attitude and was 
maintained by the patient’s fear of her father. The fear of her 
father inhibited the development of the Oedipal phase and forced 
the patient back to increased dependence on oral gratification. The 
timidity, the avoidance of sex, the social shyness, and the resistance 
to starting to school represent an active withdrawal from demands 
for libidinal maturation. The incident of running to her mother 
when a boy suggested sex play is a literal acting-out of regression 
to orality when the patient was erotically challenged. 

In late childhood, the oral drives were transferred to substitute 
maternal objects (“sought sexual information from her friends’ 
mothers,” “helpful with her teachers”). The seductiveness with her 
friends’ mothers, essentially pregenital in source, implies a homo- 
sexual development and continues the previous avoidance of hetero- 
sexuality. The fear of heights symbolizes an unconscious fear of 
erection. This fear of male sexuality represents castration anx- 
iety ; and its association with fear of arguments clearly links these 
symptoms with the fear of the father’s violence and, consequently, 
with inhibited Oedipal development. 

Going now to adolescence, one finds that the adolescent libidinal 
urge overrode her castration fear, and there were some tentative 
gestures toward heterosexual activity. This was, however, confined 
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to oral activity (kissing). The fear of her father and the frustrated 
oral dependency on the mother remain clear, as does the subtle 
homosexual trend (“intimate with girlfriends,” “excelled in 
sports”). The following defenses against the previously noted 
castration anxiety are inferred: The tentative heterosexuality and 
the assertiveness are denials of the castration anxiety ; the intimacy 
with her girlfriends represents avoidance of the male genital; 
the excelling in sports and the leadership in school are attempts 
at denial of the lack of a penis. 

In adulthood, the oral fixation is still apparent (“dependent on 
her women friends,” “perfectionistic in entertaining”). The fear 
of male sexuality (castration anxiety) is still seen in the telltale 
fears of height and arguments, the lack of sexual responsiveness, 
the relief when her father died, and the lack of assertiveness with 
her husband. 

At the time of the present illness, there is a marked oral regres- 
sion. The symptoms of anorexia, nausea, and anxiety, and their 
association with eating, represent a break-through of repressed 
oral-sadistic impulses. Together with this, there are punishment 
fears (“feared being alone, being ill, and dying”) imposed on her 
by the super-ego because of the oral aggression. All of this was 
apparently stimulated by the deprivation of her husband’s affec- 
tion (just as she had been deprived of her mother’s affection). 
The deprivation was a consequence of the demands on the hus- 
band’s time made by the employer, who represents the demanding, 
threatening father. The subsequent withdrawal in the family, 
sexual and social areas is a clear parallel to her withdrawal in 
early childhood. The ungiving mother and the ungiving husband; 
the demanding, threatening father and the demanding, threaten- 
ing employer; the consequent withdrawal, and the return of the 
repressed oral aggression in the form of symptoms, established 
the acute onset as a regressive phenomenon. 


Alternate Demonstration of Step 3: Integration of the Inferences 

Continuing with the use of this technique within the second 
frame of reference, one summarizes and integrates the inferences 
as follows: 


The patient was motivated by a life-long castration complex, 
with repressed passive and aggressive orality. The oral fixation 
was initiated by maternal frustration and deprivation (‘mother 
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undemonstrative, favored older sister”). Attempts at more mature 
cathexes were blocked, and oral pre-eminence was maintained by 
the castration fear, which was greatly enhanced by the father’s 
violence. During the course of her development, this conflict was 
kept somewhat in abeyance, by the channeling of some of the 
essentially oral libido into disguised homosexual activities, and by 
the fantasied denial of the lack of a penis. Gratification in her 
daily life was in proportion to the success of these defensive 
maneuvers, and it collapsed in the acute phase when the defenses 
collapsed. 

The acute onset was precipitated when the employer (represent- 
ing the demanding, threatening father) required more of her hus- 
band’s time, and when the maternalized husband further withdrew 
his affection, just as the mother had done. This stimulated a re- 
turn of the repressed oral-sadistic impulses, resulting in anxiety, 
anorexia, and nausea. The repressing agency (i.e., the punishing 
father) was thereby brought into acute conflict with these sadistic 
drives, with the consequence that the latent castration fear was 
activated and fears of abandonment, illness, and death developed. 


Discussion 

As a teaching method this technique has proved useful. It per- 
mits a complex and confusing procedure to be taught in a con- 
crete, step-by-step manner, while allowing for an individual and 
creative approach. The behavior chart, through its organization, 
facilitates the inference of psychodynamies. Marshalling the data 
in this form furnishes a concise view of the patient’s characteristics 
at each age level and of his development in each area. The cor- 
relating of each level with the others emphasizes common elements 
and differences. The outline of the behavior chart also orients a 
student as to the type and scope of information required for com- 
pletion of his case study. The resultant formulation of psychody- 
namics guides his selection of appropriate treatment goals and 
measures. The procedure is flexible in that it can be used with 
different frames of reference and for elementary or advanced for- 
mulations, depending on the experience of the students. 

The successful use of this technique requires a working knowl- 
edge of some frame of psychodynamic reference. It is also de- 
pendent on a competent case study. The procedure, like any other 
useful technical method, requires repetition before facility and 
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optimum usefulness are achieved. On the whole, students find it 
helpful. 


SuMMARY 
A technique for inferring psychodynamics from the data of a 
psychiatric case study is presented, and its use is illustrated within 
two frames of reference. 
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SCIENCE, MEDICINE AND THE LAW 


BY FRED A. METTLER, M.D. 


Writers who deal with highly specialized or technical informa- 
tion intended to be applicable to the understanding and possibly to 
the solution of the problems of the daily life of the average man 
are confronted with major difficulties in communication which are 
occupying the present attention of some of our best thinkers. Still 
the problem of communicating specialized knowledge to persons 
who merely are inexpert in the field is relatively simple compared 
to the difficulty which faces the expositor who is charged with 
presenting specialized information to an audience which is not 
only inexpert, but both adversely prejudiced, and intent upon 
pursuing, for purposes of personal gain, a course directly opposed 
to the reasoning which necessarily emerges from acceptance of the 
specialized knowledge in question. Unfortunately, spokesmen for 
or against various techniques of communicating scientific infor- 
mation to the public have failed to recognize the historical posi- 
tion of antagonism of interest underlying the problem of communi- 
cating specialized information. 

This attitude is not only ingenuous but ignores the existence of 
what many have considered to be a basic prototype of the problem 
—the antagonism of interest between medicine and the law in the 
affairs of men. If a writer is dealing with specialized material 
subject to alterations in interpretation as a result of a conflict of 
interests, he must not only explain it, but he must also take a 
position as to whether interpretation of this specialized material 
is licit and, if so, in what way acceptable interpretation can be 
distinguished from that which is unacceptable. He must also ex- 
plain in what manner and under what conditions valid interpre- 
tations may be made. It is also useful to know how the usual 
motives (profit, power and prejudice) for illicit interpretations 
operate. 

Accepting as a premise that “everyman” has a right to knowl- 
edge and the free use thereof, it becomes pertinent to inquire 
whether (as some, like Thistle," doubt) highly specialized knowl- 
edge, such as science, can be effectively communicated to the public 
at large, whether it can be utilized by the public directly, and, if 
so, to what sort of use it can be put. Although results in this 
direction have not been overly successful, the magnitude of the 
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potential benefits to be achieved have justified the continuation 
of effort.* The principal difficulty involved in transmitting scien- 
tific knowledge to the layman is that when he needs it, he rarely has 
time to acquire it; and unless he does need it, he sees no immediate 
utility in it and has no drive to pursue it. What educators wish 
to develop is not the storage of a heterogeneous assortment of un- 
related facts or dormant scientific knowledge but a viable back- 
ground which manifests itself easily in effectual action. Such 
action ought to be preceded by decisions which have been arrived 
at in a somewhat leisurely manner and, therefore are free of the 
stress of the necessity of immediately reaching a conclusion. One 
must prepare for possible emergencies beforehand. 


Wuat Decision INVOLVES 
The largest part of our actions is not the result of immediately 
preceding processes of decision. Many, being entirely reflex, or 
automatic associated patterns, require no deliberation at all. And 
many more, originally based upon reflective thinking, have long 
since passed into habit, achieving a gain from the point of view 
of time, and losing much in terms of pertinence. The process which 


leads to decision, which, in turn, must precede rational action, in- 
volves, in succession, attention, comprehension and acceptance.’ 


Instruction Contrasted with Persuasion 

“To all efforts of men to cooperate fate has attached a penalty. 
Whenever a common interest exists, an antagonism of interest 
springs out of it.”* There are two classes of reasons why this 
should be so: (1) inequality of profit and effort among the mem- 
bers of the group; and (2) the operation of personality factors 
which lead certain individuals to struggle emotionally against 
situations which they may even know, at the intellectual level, that 
it would not only be profitable but even proper not to disturb. 

Instruction, which is the methodical transfer of organized in- 
formation over a period of time, presupposes that conflicts of in- 
terest will either be absent or, at least, restrained. The other 

*“We need a widespread understanding of science in this country, for only thus can 
science be assimilated into our secular pattern.” (Conant, ref. 2, p. 19.) 

“Whether we have courage enough tc face the most recent evidence...and intelli- 
gence enough to proceed with the next stage in the development of civilization will 
in part depend on education.” (Conant, ref. 2. pp. xiil-xiv.) 


“If ever scientific education were to become as general as the ability to read, science 


would lose a very large fraction of its supposed unintelligibility.” (Savory, ref. 2, 


p. 105.) 
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prerequisites for instruction are the recognition, on the part of 
the recipient, of a need for the instruction* and an agreement 
as to first principles. Such agreement is not only a corollary of 
the absence of conflict of interest, but also an outgrowth of accept- 
ance of the symbols and methods of communication. 

Where no conflicts between instructor and auditor exist, the only 
obstacles to instruction are the material ones which may obstruct 
attention and comprehension. The factors limiting attention are 
the natural endowments and intellectual capacity of the auditor, 
the skill of the instructor, the emotional stability of the auditor, 
the utility of his preparatory education (both from a factual and 
methodologic point of view) and, finally, freedom from distrac- 
tion. Five factors which limit comprehension are those relating 
to attention and attention itself, retention, the reasoning skill of 
the auditor (specifically in generalization and in perceiving rela- 
tionships), freedom from interference, zeal, and industry expended 
through time. 

Acceptance of the conclusions derived from instruction follows 
naturally from attention and comprehension when no conflict of 
interest is present. 

Public Instruction. Although scientists and physicians are often 
experienced teachers, their efforts to make themselves compre- 
hensible to the public at large have met with indifferent success, 
despite the facts that their methods and conclusions have been 
nearly universally accepted and that they individually rank high 
in public esteem. Their area of least success with regard to com- 
munication seems to have been in efforts to make themselves and 
their purposes understood by legislators and persons connected 
with the law. Scientists are likely to be puzzled by such a situa- 
tion. This may be illustrated by recalling a circumstance which 
caused scientists generally to become aroused throughout the 
nation as the result of some unusual actions of the Federal Trade 
Commission in connection with the merits of certain commercial 
preparations. Speaking of two pertinent cases, Wolfle’ observed: 

In both cases, scientists appeared as Government witnesses, and in both 
eases their testimony was argued away by the trial examiners. One exam- 

Even very small children sense, in the example of older children going to school, 
in the attitude of their parents, and in the organization of the social order, a reason 
for formalized instruction. This is immediately apparent in the behavior of a child 


who, because of personality difficulty or brain damage, is unable to sense such a reason 
or purpose or need. 
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iner gave greater weight to favorable testimony of users. The other con- 
cluded that since the scientist witness admitted that he did not know 
everything that might be discovered in the future “...we must not take 
the risk of interfering with the development of a device which may prove 
to be the first practical application of a scientific principle heretofore 
undiscovered.” 

Wolfie goes on to an expression of the obvious inference from 
this depressing state of affairs and sums up, in essence, by apply- 
ing Adlai Stevenson’s celebrated self-condemnation (“I have not 
communicated successfully”) to the scientist: 

It is more comfortable to be able to give one’s conclusions than to have 
to justify to a lay audience the means by which those conclusions were 
reached. But, in the long run, the necessity of justification may be a 
healthy one. Too much of science has been presented to the publie in 
terms of end-results, and too little in terms of process. Scientists have a 
problem of learning to give testimony that is accurate and true in the 
scientific sense and that is also meaningful and useful to a judge, to a 
jury, or to the general public. This is a difficult task, one that the scien- 
tist frequently makes more difficult by insisting on using a vocabulary and 
a set of concepts that his hearers do not understand. 

The scientific witness in a legal hearing and—more importantly—the 
witness before the jury of public opinion will succeed better in securing 
understanding of the methods of science and of how to discriminate be- 
tween scientific evidence and the misleading claims that are dressed up to 
look like science when he translates his ideas and specialized jargon into 
terms that his audience can understand.°® 

It will be apparent (1) that Wolfle has been disturbed by the 
(to him, and to many others as well) incomprehensible action of 
supposedly reasonable, competent, intelligent and honorable men 
in a position of trust, (2) that if the notion has occurred to him 
that these men may not possess all the virtues he has assumed 
they possess he has given no indication of it (in which he differs 
from Beard’s mythical Dr. Smyth, who dryly observes, “As a 
doctor of medicine I know not a thing about jurisprudence, but I 
need only common sense to see through a hole in a millstone”’) 
and (3) that he has concluded that the blame for failure must 
lie with the side with which he identifies himself. This is the re- 
sult of discipline, because the scientist, in his assaults on the prob- 
lems of inanimate nature, is accustomed to place the blame upon 
himself in any failure, since failure is for him a very common 
experience. When he does fail, he must refine his methods, devise 
new techniques, look for a new approach for, mea culpa, mea culpa, 
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nature never can be wrong. Thus it does not oceur to the scientist 
to question the system or the men which produced the (to him) 
incomprehensible result. There must, he assumes, be a defect in 
communication. All that is necessary is to improve communica- 
tion. Once men understand the facts (and he holds no doubts about 
the probability of making them understood) they will, as nature 
always does, produce the inevitable and correct result. 


What we have here is what the late Carl Becker pointed out (in 
an essay the writer cannot momentarily place): an implied syllo- 
gism in which the major premise is that the only way to arrive 
at truth is to apply human reason to the problems of the universe, 
and the minor premise assumes that men are rational beings who 
“will gladly accept the truth once it is disclosed to them.” This 
proposition has been repeatedly examined, and it has repeatedly 
been emphasized that the minor premise is false. From a theo- 
retical point of view, it is just as impossible for the scientist and 
the unprepared nonscientist to communicate, as it is for two per- 
sons who speak different languages. Between such persons, the 
best that can be achieved is the kind of rapport which springs 
out of community of purpose and interest—something which is 
seldom found in any legislative or court conflict. Even when a 
common purpose in arriving at understanding is present, the 
burden Wolfie seems to place upon his colleagues is a heavy one. 
As Savory* points out: 

Diverse individuals have to be shown the way in which the scientific 
mind works and the ends towards which it labours. If possible they must 
also be made sympathetic with the line of thought and appreciative of 
the aim or ambition. To do this successfully is often extremely difficult, 
for in the last analysis it means that scientific conceptions must be ex- 
pressed in non-scientific language and yet in a language which is as ac- 
curate, as precise and as unambiguous as that of the scientist. Theoretically 
this is impossible, because of the associations which cloud the meanings 
of ordinary words, in practice the immiscibility of scientific and ordinary 
language is responsible for the difficulty of writing “popular science,” 
which becomes a craft of the most elusive nature. 

So elusive is it in fact that it may be expected wholly to dis- 
appear in any atmosphere of contention. 

It is a fact that no scientific concept has ever been made easier to 
understand by attempts to express it in unscientific language.®* 


*“The language of science is essentially informative; it cannot run in double har- 
ness with emotive language.” (Savory, Op. cit., ref. 2, p. 173.) 
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It may be wondered how it is possible that persons with the 
intellectual endowment of scientists should overlook the destruc- 
tive effect of conflicts of purpose, and it may be doubted whether 
they do. But scientists are at least as busy as everyone else, and 
they could not possibly get on with their work if they had to figure 
out exactly how the motives of all their associates differ from their 
own. Besides it is important to recognize that the scientist has no 
desire to question the reliability of the social system in which he 
finds himself or the probity and intelligence of the persons with 
whom he associates; he may, in fact, dread the distress which 
would result if he found himself compelled to admit that he could 
not rely on other people. 

Now, generally speaking, the men who make the world’s frontiers, 
whether in religion or polities, science, or geographical exploration and 
territorial settlement, have certain essential and distinguishing qualities. 
They are primarily men of faith. Having faith in themselves, they are 
individualists. They are idealists because they have faith in the universe, 
being confident that somehow everything is right at the center of things; 
they give hostages to the future, are ever inventing God anew, and must 
be always transforming the world into their ideal of it. They have faith 
in humanity and in the perfectibility of man, are likely, therefore, to be 
believers in equality, reformers, intclerant, aiming always to level others 
up to their own high vantage. These qualities are not only Puritan, they 
are American.’° 

In summary, the communicative technique of science is instruc- 
tion which presupposes not only the absence of a conflict of in- 
terest (excepting insofar as interest is intrinsic within a scientific 
problem itself) but assumes a positive orientation toward instruc- 
tion. Yet even where adult mankind has a positive desire to be 
instructed, there may be either little time available for instruction 
or a conflict of interest or both. It is, after all, the way of the 
world, when individuals wish to further personal interest, by 
arriving directly at a conclusion or producing exclusive action, to 
employ persuasion, not instruction. 


The Gap Between Comprehension and Action After Instruction 


Acceptance is not a simple single process but involves two dis- 
tinct processes: comprehension and positive emotional identifica- 
tion with the implications which flow from the results of compre- 
hension, either or both of which may fail to materialize, with the 
result that comprehension may not become manifest. Comprehen- 
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sion may lead to intellectual acceptance alone, which is conviction 
(essentially merely potential power), or to emotional acceptance, 
which constitutes affective bias and which is closely related to 
incipient dynamic action. 

It is quite possible, despite the achievement of conviction, that 
action may either remain in abeyance or it may even become mani- 
fest in a paradoxical form, due to the operation of uncontrolled 
factors at the emotional level. 

Another reason why conviction may not be followed by action 
is that no appropriate opportunity or means to express the con- 
viction in action may be present, and the conviction may become 
dissipated before the opportunity presents itself. 

A third obstacle to the expression of conviction in action is 
attributable to variations in the efficiency of man considered as a 
machine. Not only may the individual have a weak drive to carry 
forward and difficulty in finding the opportunity to so proceed; 
but when he does set out to do what he proposes, he may fail be- 
cause of poor powers of orderly performance. Thus, in many ways, 
the spirit may be willing but the flesh weak indeed, and the knowl- 
edge which is to be used by man may lie impotent. 

Persuasion. When instruction is not or cannot be used, as in 
instances where the ery for action is insistent and the time for 
preparation short, or where conflicts of interest oppose full ra- 
tional examination and development of all the pertinent data, or 
where individuals are not possessed of techniques to develop these, 
there is always a strong temptation to utilize either force or per- 
suasion in order to compel action. Under such circumstances man’s 
free use of knowledge is prevented or impeded. The area in which 
the consequences of this are probably the most serious and far- 
reaching is that of the law. 

The scientist may be objective about an outside object. The lawyer, 
when dealing with people, can hardly register zero on subjectivity, and be 
an advocate. The scientist goes about his work as a neutral inquirer; the 
lawyer more often is cast in the midst of human controversy. The scien- 
tist assumes the consent of the object studied; in the case of the lawyer 
it is more often refused. As J. W. N. Sullivan has said: “Similarly New- 
ton’s demonstration of the law of inverse squares roused no horror any- 
where. Nobody had a strong emotional preference for the law of inverse 
cubes.” But he then compares that “indifference” toward inanimate mat- 
ters with those in which some “human” interest is present such as the 
Copernican theory, the Darwinian theory, and we might add also the more 
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recent Kinsey Report. He eryptically adds: “Science is truthful because 
it has practically no temptation to be anything else.” 

A tolerant public will wait for years while science pursues an impor- 
tant research problem; an impatient party and critical public clamor for 
prompt judgment, even a wrong one, in the courthouse, perhaps on a 
matter concerning the same research.’” 

There is nothing cryptic for the scientist about Sullivan’s state- 
ment since the scientist knows he deludes himself to the extent 
that his conclusion falls short of the facts. The assumption of the 
role of advocacy is dangerous. It is well known that where an 
individual is set to the task of advocating a cause, he develops 
a positive conviction and attachment to that cause to an extent 
directly proportional to the degree he improvises about it. For 
example one of the simplest and easiest plans for changing the 
attitude of the people of a conquered population is (1) to assure 
them they don’t have to change their minds; (2) to suggest, in 
the interest of fair play, that they produce arguments on both 
sides of the issues at conflict: (3) to announce prizes for a limited, 
but still substantial number of persons who produce the arguments 
most acceptable to the ruling side; (4) actually to award some 


sort of inconsequential prize or form of recognition to everybody, 
including those who wrote violently against the propositions de- 
sired, but to give really substantial rewards only to those who 
have conformed. 


Some of the writer’s legal associates have suggested that the 
“adversary system” is not only historically but also “scientifically” 
sound, because it is founded on an “accepted biologie principle— 
the survival of the fittest.” In response to this, one may point out 
that this position assumes a necessary correspondence of fitness 
between principle and agent, but one may well reject the medieval 
notion that the right of the suppliant will triumph through the arm 
of its champion, regardless of the champion’s competence. More- 
over it is obvious that a fair trial cannot be had in jurisdictions 
in which cases are “typed” and placed into categories in which 
one side always wins regardless of what skill or lack of it the 
attorneys possess and regardless of the intrinsic merits of the case 
itself. Finally, it is a serious error to imagine that biology is com- 
mitted to a gladiatorial theory of existence, either for its evolu- 
tionary theory or ethics. 

The “gladiatorial theory” | Dobzhansky™ says] is not only not a necessary 
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part of the theory of natural selection, let alone a part of the theory of 
evolution, but is, in fact, invalid on purely biological grounds. Biological 
fitness is by no means always promoted by the ability to win in combat. 
It is much more likely to be furthered by the inclination to avoid combat, 
and in any case, it is measured in terms of reproductive success rather 
than in terms of the numbers of enemies destroyed. Moreover, not only 
individuals, but also groups of individuals, such as tribes and races, are 
units of natural selection. It is, then, at least conceivable that evolutionary 
processes may promote the formation of codes of ethics which under some 
conditions, may operate against the interests of a few individuals but which 
favor the group to which these individuals belong. Biological analogies 
are readily available. Among ants, termites, and other social insects an 
individual often sacrifices its life for the sake of the colony. In social 
insects most individuals do not reproduce, and natural selection favors 
the forms of behavior which increase the chances of survival of the colony, 
and particularly of its sexual members. 

Persuasion involves the development of a positive affective state 
in persons who previously had either no affective reaction or one 
which was of a negative nature. Where a conflict of interest exists, 
the primary intention is not ordinarily to improve the ability of 
the individual to comprehend, so that he will act in whatever 
manner logical extension of the facts requires, but rather to ma- 
nipulate him in such a way that he will perform a particular act. 
Instruction is accordingly out of place in such a situation, since 
the result of instruction is freedom of action.* 

Although the act the individual is being persuaded to perform 
may in itself be both advantageous to him and socially desirable 
(such as brushing his teeth), the process of persuasion must re- 
main suspect because it involves manipulation of one person by 
another for the purpose of the latter’s gain and is, therefore, a 
form of force, howsoever subtle. It is a type of infringement of 
liberty and allows the persuader an opportunity to shift the per- 
suasive process from the position of a public service, if it was such, 
to exploitation of one individual by another for the purpose of 
gain of the latter. 

The techniques employed in persuasion involve devices which 
(1) block instruction, (2) substitute authority for instruction, (3) 
utilize the affective springs of action, instead of the rational, and/ 
or (4) employ the principle of counterfeiting. From the times of 

*“Education, then, beyond all other devices of human origin, is the great equalizer 


of the conditions of men—the balance wheel of the social machinery.” (Horace Mann 
in Annual Report of the Board of Education of Massachusetts, 1848. Ref. 14.) 
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the Greek orators onward, persuasive techniques have been sys- 
tematized at all levels of cultural development, from the carnival 
midway to the executive suite; but it has only been in Hellenic 
times and recently, with the revival of Hellenic methods through 
the opportunities provided by communications media, that it has 
been clearly perceived that personal cultural habits must be de- 
veloped in order to produce an alert, aggressive populace able 
to detect and effectually oppose irrational and subversive tech- 
niques.* Suppression will not do the job. 

As a first step in the development of systematic persuasion, 
education is usually more or less obstructed. Since the process of 
instruction is long and complicated, it is easy to block it, and tech- 
niques for doing so are simple and numerous. It is rather common 
to begin any intensive plan for propaganda by shutting off, during 
its developmental stages, all possible sources of contrary prop- 
aganda. There is also a tendency in established doctrinaire sys- 
tems with strong feelings of primary certitude to do this even 
when not actively engaged in propaganda. “If men are for a long 
time accustomed only to one sort or method of thoughts, their 
minds grow stiff in it, and do not readily turn to another.” 

Thus, in referring to the conflict between medicine and the law 
in problems of insanity, Reynolds” observed: 

The legal profession... has regarded only certain forms and degrees 
of insanity, and these from a particular position, and with a special object, 
and it is because it has occupied that position, has been thus limited, and 
been actuated by that special motive, that it has erected its distinctive 
marks of the condition. 

Blocking may be total or partial. An example of total blocking 
is the familiar legal practice of “conclusive presumption,” in which 
the court refuses to hear testimony about something it considers 
established, such as that any woman, howsoever old and sterile, 
may bear a child. Locke** has more to say about this: 

... if what [a man] holds be, as he gives out, well fenced with evidence, 
and he sees it to be true, what need he fear to put it to the proof?... 
He whose assent goes beyond his evidence owes this excess of his adher- 

The essential hypocrisy of those who laud democracy while fearing and opposing 
the exercise of democratic principles has been pointed out by Becker: “just now the 
world is filled with valiant and verbal defenders of ‘democracy’ whose chief fear is 
precisely that the whole people might in fact some day express its sovereign will either 
by its votes or otherwise. If the future of our ideals of democracy (very nearly the 
only ideals the world has left) is to depend upon a form of government about which 
half of Europe has grown cynical, ther must our hope be faint indeed.” (Ref. 15.) 





FRED A. METTLER, M.D. 


ence only to prejudice, and does in effect, own it... declaring thereby that 
it is not evidence he seeks but the quiet enjoyment of the opinion he is 
fond of... 

-artial blocking is manifested in many ways and at many levels 
as, for example, by the suppression of pertinent information or 
“the elimination of derogatory information,”* by allowing diffu- 
sion to a restricted group only (as by the setting up of a special 
ad hoc committee to act upon the granting of funds for the in- 
vestigation of scientific processes, when only certain persons are 
made aware of the availability of the funds and the conditions for 
making the award) or by considering only part of what is avail- 
able.** 

Processes which substitute authority for instruction may pre- 
tend to produce the same results as the long, laborious instruc- 
tion; but the results of attempting to shortcircuit the necessity of 
labor, by persons able to labor effectively, are not only not the 
same, but render the audience intellectually soft and increasingly 
susceptible to an uncritical acceptance of propaganda. The “au- 
thority” whose conclusion is to be accepted (or rejected) may be 
cast in one of the following roles: 


1. An intellectually acceptable authority, who is either (a) 
Testimony of Dr. H. F. Dowling before the House Government Operations Sub- 


committee, on the promotional material sent to physicians by drug manufacturers 
and the difficulty in obtaining information. (New York Times, ref. 19.) In routine 
legal procedures, partial blocking becomes operative whenever a case is “processed” 
prior to trial either through categorization or simplification. 

Cahn says: “Simplicity in law facts is not given by experience but achieved by means 
of exclusion. 

“For the generality of litigation, much depends upon the choice of facts on the one 
hand and choice of rules on the other. Since testimony and documents are susceptible 
of various appreciations, the judge and jury are free within astonishingly wide limits 
to choose their facts.” (Cahn, ref. 19.) 

This situation casts some doubt upon the reliability of the generally accepted legal 
rule of res ipsa loquitur. The difficulty is not only that facts do not speak for them- 
selves but particularly that only “Such facts as the mind is predisposed to select as 
interesting or important” are in any position to “come out and ‘speak for themselves,’ ” 
and even more importantly that “they don’t care what they say; and with a little 
intelligent prompting they will speak, within reason, whatever they are commanded to 
speak.” (Becker, ref. 19.) 

As Charlotte W. Smith observes, “The problem of simplication is a problem of selec- 
tion and there’s the rub.” (Smith, ref. 19.) 

**Just who reads the materials submitted to courts, if anyone does, remains a 
mystery. Chief Judge John J. Parker of the United States Court of Appeals is said 
to be of the opinion that no one does. “‘As every lawyer of experience knows,’ wrote 
Judge Parker, ‘there is no sense in printing the entire record. Nobody reads it or 
ought to read it.’” (Ref. 20.) 
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a specialist in the field or (b) someone whose veracity is considered 
to be indubitable, 


2. An affectively effective person, whose affective influence 


depends upon the arousal of, or identification with, one of the 
basic human fears or appetites. Such persons may be not only 
(a) the inevitably attractive members of the opposite sex, or (b) 
individuals with whom the auditors may be expected to identify 
themselves, but also (ce) individuals identified with unacceptable 
groups, pursuits or causes (in order to be authoritative such nega- 
tive authorities must be real) or 


» 


3. Persons in a position to apply effective, coercive force or 
to reward in a significant manner, the authoritative element in 
either case being power or at least potential force. 


The relation of law to negative force has been examined by 
many writers from Hellenic times onward;* but the modern prob- 
lem of where the force of law can be said to emanate from, when 
the principle to be enforced is in conflict with demonstrable evi- 
dence, has not been explored with any degree of intellectual satis- 
faction. Since the conclusions acceptable in the law obviously 


ought not to be in conflict with the end-product of instruction— 
instruction depending upon demonstrable evidence—there would 
appear to be no sounder basis for laws which conflict with demon- 
strable evidence than there was for the undemonstrable new suit 
of clothes of Hans Christian Andersen’s naked emperor on parade. 
The objection that laws which are not founded on demonstrable 
evidence may derive their force from conclusive logic is uncon- 
vincing, since logic, though it may point to the desirability for con- 
formity, cannot lead to any right to compel conformation. Its end 
point is probability, not conclusion. 

Processes of persuasion which utilize the normal affective 
springs of action instead of rational processes, or which tap basic 
fears, such as those induced by apparent threats to survival, and 
appetites, such as avarice, indolence and pleasure, are likely to 
characterize propaganda (by which is meant here organized efforts 
for the spread of doctrine by persuasion rather than through 
education). The consideration of genetic principles in relation to 
large population groups is an example of a factual problem which 


*“The legal system can encourage or deter inventors but cannot make their inven- 
tions for them, it can dissolve or protect spontaneous social groupings but cannot by 
its own fiat call them into being.” (Cahn, ref. 21.) 
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always activates latent propaganda of one sort or another, and so 
do all scientific or medical propositions which support, or appear 
to support, or conflict with, existing bodies of doctrine, good, bad 
or indifferent. 

Perhaps the most common technique used in persuasion is some 
type of falsification which may be advanced to destroy pre-existing, 
opposing, blocking conclusions or to develop spurious validity for 
the purpose to be advanced. Just as the possibility of passing 
counterfeit currency for the benefit: of a counterfeiting ring de- 
pends upon the existence of a valid and acceptable coinage, so does 
this variety of propaganda owe its substitutive power to the exist- 
ence of a valid entity for which the substitution is to be made. 
The substitution may be a form of simple fraud, as when a worth- 
less drug is bottled and sold in such a way as to pass for an article 
of real value. Or it may be as subtle as the transfer, by “sugges- 
tion,” of the atmosphere of acceptance from the symbol of a valid 
authority, such as a competent chemist in a laboratory, to an actor 
dressed as a chemist and appearing in the commercial announce- 
ment on a television program. 

The props and tricks of fraudulent suggestion of the “Doc” of 
the traveling medicine show of the frontier are still with us. The 
black frock coat and embroidered vest have given place to the 
crisp white uniform, the doubtful “Indian Maid” has been replaced 
by the commercial model, the rat-gnawed skeletons and greasy 
anatomical charts have been cleaned up (and ean be found nowa- 
days even in courtroom trials) and the equivalent of the muddy 
“branch water” which was the base of the Indian root cure is now 
merchandised in attractive “modern” containers. The relatively 
greater acceptability and effectiveness of these modern phantoms 
is largely owing to the growth of what Whyte has called “scient- 
ism””’—that is, the blind acceptance of anything dressed up to 
look like science because of the faith of the people in the effective- 
ness of the real thing. 


Fraudulent substitution of actual material is a constant prob- 
lem in commerce, and in law the principle is so commonly applied 
to processes of reasoning as to be scarcely considered unusual. 
Thus in legal procedure the search for altered circumstances or 
possibilities is indefatigable and constantly provides an oppor- 
tunity for the kind of “switch” just discussed. Joseph Turner” 
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has discussed the substitution of irrelevant for relevant reasoning 
in the legal treatment of matters of science as follows: 

Explicitly or implicitly, attached to each law of empirical science is ¢ 
clause that reads: “other things being equal.” For example, one says, or 
at least means, “all bodies fall with a constant acceleration, other things 
being equal,” or “water always puts out fire, other things being equal.” 
This clause allows for the fact that a law is not necessarily disproved by 
those instances in which the law fails to hold true, since it may be that 
other things are not equal. It is well known that bodies do not fall through 
the earth’s atmosphere with a constant acceleration, and that water does 
not put out burning oil. 

A simple requirement prevents this property of experimental laws from 
degenerating into a situation in which each law is found to hold true except 
when it is not found to hold true. Scientists demand evidence for the 
existence of the condition that defeats a law, other than the failure of the 
law itself. For example, one can determine the presence of the earth’s 
atmosphere independently of the failure of Galileo’s law and one can de- 
termine the presence of burning oil independently of the failure of water 
to put out fire. 

Unfortunately, the logic of scientific inquiry can serve mammon as well 
as truth. Imagine a manufacturer who, in effect, claims that his product 
works only under certain special conditions. If upon investigation, the 
product fails to perform as promised, well, then, other things are not equal. 
By introducing a long list of difficult special conditions, the manufacturer 
can explain away his product’s failure and make its successes difficult to 
reproduce. After all, when a series of experiments is run, the conditions 
are bound to change. If the investigator takes the precaution of wearing 
the same necktie throughout, that necktie will be a bit more frayed at the 
close of the series than it was at the start. As the well-groomed skeptic 
knows, other things are never exactly equal. 

In a recent editorial (Science, 123:1059, 15 June 1956) we reported 
some aspects of the Federal Trade Commission’s hearing of the AiD-X2 
battery additive. In an article in the present issue (page 1107), we offer 
a more extended account of another case, the Evis Water Conditioner. 
Both developments illustrate in a small way this logic of other things that 
are never equal. We do not intend to devote our journal to the rulings 
of the Federal Trade Commission, but we should like to share our con- 
cern about their doings. 

Something close to despair must engulf the scientist who watches the 
instruments of his calling, and his reluctance to claim certainty, turned 
against him. 

The counterfeit element in the situation discussed involves the 
substitution of obviously irrelevant considerations for those which 
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are relevant, and the possibility of such substitution succeeding 
requires that those who accept it are either ignorant or are forced 
to do so by compulsion against their will. For a counterfeit situa- 
tion to develop in the first place, requires either ignorance on the 
part of those proposing and tolerating the substitution or the 
rather tiresome motive of fraud. An inevitable conclusion to which 
one is forced by the foregoing is that, regardless of motives, per- 
sons untrained in a pertinent specialty are unable to distinguish be- 
tween what is and what is not relevant and have no business deal- 
ing with it. The processes of law can have no validity unless they 
are based on fact, and in matters involving science or medicine, 
the facts must be facts of science or medicine and not merely 
facts in a legal sense. 

The note of despair mentioned by Turner relates closely to the 
point previously made that the scientist has no desire to have to 
question the social order and would be glad to ignore whatever 
irregularities it is possible for him to ignore. When, however, he 
knows that something he is forced to accept is untrue or irra- 
tional, he resolves that the order and persons allowing such a situa- 
tion to exist must and shall be changed. 

What are facts and what are values? Whatever we may think 
of the justification of the employment of persuasion for purposes 
of utility in attempting to bring scientific or medical knowledge to 
bear on the problems of living, and whatever our opinion may be 
of the appropriateness of employing questionable materials and 
methods to achieve a result, we must admit that such processes 
do not provide man with knowledge and they certainly interfere 
with his free use of whatever knowledge he may have. In the 
last analysis, “knowledge” resolves itself into cognizance of facts, 
and “the free use” of knowledge into the effective employment of a 
sense of value to determine the choice of facts and the purposes 
to which they are put. But what is a fact for the scientist or 
physician is not necessarily the same thing as a legal fact. 

A fact, for scientific purposes, is the phenomenal or experiential 
aspects of a noumenon which, in turn, may be considered a perti- 
nent segment of immutable verity. It is what is objectively demon- 
strable, as a happening in time and space, by the best acceptable 
scientific methods of the day. Since that part of a noumenon which 
is demonstrable depends on techniques which, because they are 
progressively evolving, are changeable (but only toward fuller 
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understanding), and the experiential aspect of it (fact) is not im- 
mutable, it follows that preceding opinions or observations con- 
cerning a fact may be valueless. From the point of view of science 
and medicine precedent is not irrelevant, but the reliance placed 
by the law upon precedent is often immaterial and should then be 
inconsequential. 

Since the recognition and description of a scientific fact depends 
upon methods instituted by people, and since it must be demon- 
strable, a fact can be such only by virtue of the essential agree- 
ment of those particular persons who are competent to employ the 
requisite methods necessary for its detection and description and 
who have so employed them.* No one else can know it so fully 
as these persons. We come thus to the conclusion that no court 
of law or legislative body can, independently of special expert 
competence, ascertain the nature or existence of a scientific or 
medical fact. Thus it should be clear that what can qualify as a 
legal fact may not be able to qualify as a scientific fact; nor have 
scientists any ability, as a result of their own peculiar competence, 
to ascertain whether or not a scientific fact is a legal fact. A state- 
ment in a book is not a fact, except perhaps insofar as it is demon- 
strable that it is the fact of ink in a particular shape on a page. 
It may be a statement about what was believed to be a fact, or a 
description of it, at the time the book was written. Although all 
facts need not necessarily agree with all other facts, two facts 
cannot disagree as to their essential elements of mutual existence. 
If two apparent facts do so disagree, factuality must be denied to 
one or both. 

One may now ask, “If what is stated in books of the highest 
scientific authority about facts cannot be accepted as facts, of what 
value are such statements?” In order to arrive at an answer to 
this question we must begin by admitting that books are not them- 
selves authoritative: Authority implies existence of a personal 
critical entity himself capable of making the necessary observa- 
tions and of demonstrating them objectively to authorities of equal 
qualification. An authority may write a book, but the book, being 
subject to misinterpretation, is not itself authoritative. The state- 
ments contained in it can only be said to be in accordance with 
authoritative opinion or contrariwise. What the books should be 


*On the question of coincidence as a property of scientifie observation, see George, 
ref, 24. 
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understood to mean, only a competent authority is in a position to 
determine. A printed description of an apple pie, howsoever sup- 
plemented by colored illustrations, is not the same thing as its 
demonstration by the senses of vision or smell; and the visual or 
olfactory demonstrability of an apple pie is still a long way from 
the thing itself, which presumably has aspects beyond what we 
can tell, even after we have seen, savored and consumed it. 

A statement in a book of authority is consequently only an 
approximation of a fact, more or less complete and more or less 
capable of conveying a useful conception tending toward truth, if 
read and interpreted by a person competent in the field and fami- 
liar with the frame of reference according to which the statement 
was written. These limitations apply to every statement made in 
every book which has so far been written in the fields of science 
or medicine. 

Mankind can, therefore, obtain from books of authority useful 
knowledge about a wide area of facts. A person’s knowledge will 
be just as valid as his ability to understand what he reads or his 
ability to get someone who does know what he is reading to explain 
it to him. It follows that for definitive purposes descriptive mater- 
ial cannot replace authoritative expert scientific or medical wit- 
nesses. 

There are two characteristics of science—that field of knowl- 
edge which deals with the systematic treatment of objectively 
demonstrable evidence—which require emphasis. The first is that 
science compels acceptance; the second is that science does not 
directly yield information about values. 

For the healthy scientific mind, it is usually enough to make 
the facets of a situation clear in order to obtain agreement. Not 
only scientists, but artisans, farmers, mechanics and mariners— 
who are, after all, the archetypes of the scientist—are so accus- 
tomed to observing that consequences flow inexorably, unalterably 
and directly from facts, that it is practically impossible for them 
to conceive of any deviation from this principle. They are, more- 
over, disciplined to the acceptance of such a situation without any 
further argument or appeal.* The acceptability of science stems 


*Speaking of the temper of a beloved American agricultural community, Becker 
observes, “while no people endure the reverses of nature with greater fortitude and 
good humor..., misfortunes seemingly of man’s making arouse in them a veritable 
passion of resistance... touch something explosive in their nature that converts a calm 
and practical people into excited revolutionists.” (Becker, ref. 25.) 
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from the invariability of application of natural laws. Scientific 
laws express natural “relations that impose recognition upon us 
and do not tolerate any exceptions.”** 

This prineiple, which is fundamental to an understanding of 
scientific processes, is evidently uncomfortable in legal reasoning. 
Cahn* states his own attitude as follows: 

Granted that the jural scene may be easier to understand when philos- 
ophers paint it in bold primary colors, nevertheless the shadings and 
graduations of legal fact look more like exceedingly subtle chiaroscuro. We 
have to allow for group agitations and compromises, for popular resistances 
and the open and tacit adjustments that go on in courts and administra- 
tive agencies, for pigheaded juries and corrupt judges, and, above all, for 
lawlessness and crime that somehow and to some degree do pass unde- 
tected or unpunished, Too many instances of impunity will, of course, 
weaken a system of legal order. But what could be more dangerous to it 
than an ever-literal, austere, relentless enforcement? 

Now, in contrast to legislative productions or court orders, 
natural laws exist apart from our existence, are deictic and self- 
correcting. They “impose recognition,” as Reichenbach says, upon 
those to whom they can be communicated, which is to say to anyone 
who is capable of learning and willing to do so. 

If, in considering how we are to apply specialized knowledge to 
the affairs of mankind, we find that what scientists and physicians 
regard as facts are not so regarded by lawyers and if the latters’ 
manner of applying, reasoning and talking about these is different 
from the conventions of the two former groups; and if lawyers feel 
that what the former two groups feel compels acceptance, should 
not be allowed to imply uniform applicability, we are in a poor 
way to provide man with knowledge, if indeed we are not in an 
impossible situation. What then remains to be said of the use 
of something which cannot be provided? 

Does science give us any information as to what to do with its 
facts? It does not, not directly at least. Since science does not 
provide us with a set of ready-made values it is necessary, for 
the free use of knowledge (if we can get it), to go beyond science. 
The apparent absence of ethical implications in science causes 
great concern to those who are exercised about the consequences 
of technology (which is, of course, the use of scientific principles* ). 

*Other common criticisms leveled against science condemn its apparent unintelligi- 
bility, its unemotive and even punishing descriptive prose form, its evidently deliberate 
blindness to aesthetic values and, finally its tendency to ignore other established cul- 
tural patterns in fields even outside ethics and aesthetics, 
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A tape measure is essentially a scientific instrument. The purpose 
for which it is used is beyond the concern of whoever discovered 
its principle and that succession of people who have developed 
its present form. It is less confusing, in speaking of science, to 
eliminate consideration of the instruments of science, since scien- 
tific principles lack the suggestion of purpose implicit in many 
instruments and are generally merely explanatory or descriptive. 
Since it is easy to develop a philosophy from universally accepted 
principles, the explanatory and descriptive aspects of science pass 
easily and imperceptibly into philosophy and from this into pur- 
pose; but the quality of apparent appropriate action derived from 
scientific knowledge requires the intermediation of the develop- 
ment and acceptance of value judgments and must be kept distinct 
from the body of science itself. There is, however, no escape from 
the facts of science, and to this extent they do influence value esti- 
mates. Legal opinions or courses of action pursued in contradiction 
to scientific fact not only cannot be conceded to be correct but must 
be regarded as irrational, for the basic reason that truth cannot be 
derived from error except by chance, and in that case it is im- 
possible to know whether one is dealing with fact or fancy. 

For these various reasons, one must go, for positive value judg- 
ments, beyond the rather small area which can be included within 
the circle of science. This is done by drawing a larger circle, con- 
centric with that representing science and encompassing it, in 
order to extend the field of knowledge to include the results of 
logical process. Through demonstrable evidence one comes as close 
to certainty as is possible. By the employment of logic, probabili- 
ties are added to the rather inadequate harvest of certainties. 
Probabilities enable us to approach, if not quite achieve, a sense 
of value; but there are principles which regulate the development 
of probabilities. In the first place, probabilities can only be de- 
rived by the application of the methods of logie to demonstrable 
evidence and, in the second place, they must be derived by a proc- 
ess of internally consistent logic. It is possible for two probabili- 
ties of equal or nearly equal value to coexist. While demonstrable 
evidence can support the existence of only one of a pair of alter- 
natives, it is licit, in the employment of logic, to develop two or 
more probabilities, providing neither is in conflict with the demon- 
strable evidence and each has been derived by logical methods of 
equal validity. In such an event, one must be prepared to yield 
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to each probability an equal degree of acceptance, and must pre- 
vent the one probability from excluding or limiting the other. In 
connection with suits for malpractice there may be a tendency on 
the part of a court to come to a decision favoring one of two 
methods of therapy, both of which are useful.* Passing over the 
question as to whether courts have a right to overrule medical 
experts as to a medical fact of life, such a decision violates not 
only the proper use of logic but avoids looking into the reasons 
why both methods may be useful, whereby it might be found that 
special conditions apply to each method and that any preferential 
insistence on but one may prevent proper treatment in situations 
where only the method decided against ought to be used. 

When we have encompassed certainty and probability, we are 
still left with a considerable territory of knowledge—insofar as 
experience is knowledge—which we find cannot, with complete 
confidence, be objectively demonstrated or logically supported. 
This territory outside the circle of logic is that of possibility, and 
it is here that man’s emotional experiences have their greatest 
scope and that aesthetic and ethical developments are most com- 
plete and satisfying. This territory is, however, no lawless limbo 
where phantasmagoria should be allowed to develop. There are, 
after all, things which are more, rather than less, possible, and 
those which are less possible are likely to be those which disagree 
in some respect with either logic or demonstrable evidence, even 
if for no other reason than that demonstrable evidence is an 
aspect of nature which can hardly be organized in any way but 
in accordance with divine law.** Perhaps the most important point 
about licit (in this sense) possibilities is that when they are used 
to arrive at opposing value judgments, these must be accorded 
equal tolerance if they do not violate either demonstrable evidence 
or logical development. It is worth repeating that if opposing value 
judgments have been reached by equally acceptable methods and 
employ equally acceptable scientific data, each must be equally 
tolerated. 

One comes then to the conclusion that the free use of man’s 
knowledge not only means that he will arrive at value judgments, 

*See, for example, Seneris v. Haas, 45 Cal. 2d 811, 291 P. 2d 915 (1955). 

**There is no reason to suppose that natural and divine law are in conflict. As E. 
F. Healy says of his own book on ethics, “In the present volume all the obligations which 


are mentioned flow from natural law, unless the contrary is evident from the con- 
text.” (Healy, ref. 28.) 
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which will guide his use of that knowledge, by processes which 
are licit, but implies that he will allow others the same permis- 
siveness that he himself expects about values. Very few of us can 
live in a purely descriptive world without exerting action appar- 
ently directed toward some goal. In the case of physicians, this 
purpose is explicit and rests upon acceptance of a definite orien- 
tation toward value. 

The Estimate of Value in Medicine. “Science,” says Savory, is 
not merely “knowledge; but it is knowledge of a particular and 
limited kind, gathered by a particular and characteristic method.”” 


Medicine and many of its subsidiary fields are not sciences. 
Medicine utilizes parts of some sciences*—such as chemistry—but 
to speak of the science of medicine or psychiatry is a serious error ; 
the purposes, criteria, values and methods of science and medicine 
are far from identical. Since there are important differences be- 
tween the “scientific” and medical points of view, confusion can 
easily develop in dealing with doctors who are both scientists and 
physicians, as is the case with many teachers of medicine, for such 
persons speak to two issues and with a dual and sometimes con- 
flicting orientation. This may be illustrated by a passage from a 
Sheffield Lecture by Sir Francis Walshe :* 

If I dare quote Aristotle’s Ethics... he pointed out that science deals 
with universals and things that are of necessity, but not with the par- 
ticular or with the affairs of men. It is prudenee, or, as it has been trans- 
lated, practical wisdom, that deals with these; and prudence, Aristotle 
tells me, is neither science nor art, but a virtue of the soul. 

I hope I am not being obscure when I introduce the notion of the virtue 
of prudence, which I shall henceforth call practical wisdom, for it must 
be clear to anyone who considers the role of the doctor that ultimately 
he applies both his art and his science to the individual human person to 
the end that he may achieve the greatest good of that person. This is 
something over and above the pursuit and application of science, for 
practical wisdom implies not only the fruit of experience but also the 
ethical element that enters inescapably into the practice of medicine. 

Medicine can profitably be viewed as operating within three 
frames of reference. These may be designated as (1) that which 
is derived from the state of the factual knowledge underlying the 
current practice of medicine; (2) that which may be deseribed as 


*“A physician should practice a method of healing founded on a scientific basis; 
and he should not voluntarily associate professionally with anyone who violates this 
principle.” (Principles of Medical Ethics, ref. 30.) 
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the art of medicine and is directly related to the personal over-all 
needs of the total patient and which results in the attachment of 
particular “values” to the scientific basis of medicine on the one 
hand and to its social aspects on the other, the two requiring to 
be balanced against each other; and (3) the social aspects of medi- 
cine. Not only does the condition of the typhoid carrier propose 
a problem for society but so also do the medical assumptions of 
society. In particular, political ideologies (such as the regulation 
of the birth-rate by mass food control or chemical additives) im- 
pose problems of public health and individual well-being. 

Now, while it happens that there are three different intellectual 
frames of reference related to medicine the sense of value of the 
physician, as a practitioner of medicine, must be entirely oriented 
in terms of the patient’s welfare. Since there can be no conflict 
between the first and second frames of reference (one cannot im- 
prove the condition of a patient by being unaware of the scientific 
basis of medicine or by failing to consider it), the only possibilities 
of conflict, in the frames of reference within which physicians func- 
tion, exist between the third frame and the other two. These latter 


possibilities are very real ones, especially in the relation of the 
physician to the state and to legislative programs, and no one who 
expects to relate medical knowledge to the affairs of mankind ean 
afford to ignore them. Sperry quotes A. C. Ivy® as follows: 


In contrast to the ideology of the totalitarian state, medicine in the 
democratie state has never been allowed to forget the individual. Taking 
eare of the sick is an individual matter. The physician has always had 
to face the individual. 

... totalitarian forms of government fail to consider the biologie fact 
of the “primacy of the individual.” The ultimate goal in social welfare is 
the maximum development of the individual. It would seem self-evident 
that everything of value in human society depends on the opportunity for 
the development accorded the individual. 

Medicine or medical ethics concur in placing the emphasis on the indi- 
vidual. For twenty-two centuries, or since the formulation of the oath of 
Hippocrates, the principal concern of medicine has been “the welfare of 
the patient.” Of course the prime social reason for the existence of the 
profession is “the service it can render to humanity” by maintaining health 
and postponing death. But this social purpose, except for certain aspects 
of preventive medicine, can be achieved only by dealing with the individual. 

Any new plan for medical care must by all tests preserve inviolate a 
reverence for the life of the individual... unless this is done I am con- 
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vinced that the American public will have sold their medical birthright 
for a mess of pottage. 

Speaking for himself Sperry® then goes on to say: 

My own conviction is this: Once a doctor subordinates the claims of an 
individual patient under his care to the abstract claims of society in gen- 
eral, or to the hypothetical claims of some possible alternate patient, he 
has sold the pass. As the cricket players say in England, he has let the 
side down. What is at stake is both his own attitude toward his profession, 
and even more, perhaps, the confidence of the public in the profession. 
If, on the basis of a profession differently construed, the report gets 
abroad that doctors no longer have any sense of moral duty to the indi- 
vidual patient, the whole attitude of society toward the profession will be 
radically altered, and from my standpoint altered for the worse. The lay- 
man still believes that his docter will stand by him to the end. Once let 
that faith be shaken, and the layman will approach the profession there- 
after with his own skeptical reservations. . .** 

Previously Sperry” stated: 

I do not hesitate to say, then, that the ethics of accepted medical usage 
represents both in theory and in general practice the highest professional 
standard now recognized in our country. Lawyers and teachers and min- 
isters have much to learn from the medical code itself and then from the 
scrupulous care given to the enforcement of that code. If the doctors 
fail us, morally, the whole level of our professional morals will suffer 
accordingly. We look to them for leadership in this marginal realm of the 
second moral mile.* 

In maintaining that the social purpose of medicine cannot be 
achieved without due regard for the best interests of the indi- 
vidual, one comes to the realization that all three medical frames 
of reference can be reconciled by the acceptance of a sense of value 
oriented toward the individual. It can hardly be an accident that 
this estimate agrees with that of sound theological thinking. On 

‘The conviction that man is primary and the state secondary is not, of course, 
restricted to medical writers. W. E. Hocking is somewhat careless when he asserts, 
without further clarification, that “organized religion has reinforced the will of the 
state.” (Man and the State. P. 419. Yale University Press. New Haven.) Leo XIII’s 
running battle with the Italian monarchy is well known and his statement that “man 


precedes the state” could scarcely be more explicit for our present purpose. 
Individualism has also been sponsored by biologically-oriented philosophers like 
Herbert Spencer whose Soctal Statics: or, The Conditions Essential to Hwman Happi- 
ness Specified has been said to be “to the philosophy of individualism what the work 
of the German idealist philosopher is to the doctrine of Statism, what Das Kapital is 
to Statist economic theory.” (Nock, A. J., in the introduction, P. viii to a 1940 re- 
print of H. Spencer’s 1884 hook, The Man Versus the State, published by Caxton 
Printers, Caldwell, Idaho.) Despite this, Spencer’s efforts can searcely be said to have 
exerted any noticeable effect upon subsequent developments. It is worth pointing out 
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the other hand, it is clear that an opportunity for conflicting diver- 
sions will exist if we allow the value sense of medicine to float 
idly on the untroubled depths of science or permit medicine to be 
towed about by vaguely defined or ill-defined theories of social 
purpose. 

The Utilization of Medical Knowledge. Our utilization of medi- 
cal knowledge in areas beyond these three frames of medical refer- 
ence faces the very simple dilemma that medical knowledge loses 
its validity, identity, and efficacy if it is separated from these 
frames. Discussions of bones and muscles, when related to patients 
for the purpose of treatment, may be medical matters; and their 
designation by terminologies at variance with the scientific ana- 
tomic usage may be considered acceptable, since their frame of 
reference is not now that of anatomy as a science. Remove the 
value-orientation inherent in the second frame of reference, and, 
although the bones and muscles remain, they become parts of the 
science of anatomy or perhaps of physiology and become subject 
to the restrictions of the terminologies of those sciences. They 
now have a new frame of reference and cannot be considered apart 


from the rigorous restrictions which attach to them as part of such 
a science. There is only one way in which the sciences utilized by 
medicine, and medicine itself, can be profitably applied to the daily 
affairs of mankind, and this requires not only preservation of 
appropriate frames of reference but that these must also be carried 
forward in all acts of application. Thus, it is a significant fact 
that state and federal institutional physicians, who are official 





that there is no constant relation between adherence to the principle of the primacy 
of the individual and one’s attitude toward social reforms. Thus Leo’s Rerum novarum 
was directed toward modern socialism but Spencer’s writings (see Nock, p. vii) op- 
posed the interference of the state with anything except the malum im se of the Edin- 
burgh barristers—crimes against what the Scots philosophers called “the common sense 
of mankind.” (Nock, p. vii.) 

Physicians are, of course, committed to the principle of observing all laws. (Op. cit., 
ref. 30, Sect. 4, J.A.M.A., 164:886-887, 1957.) But it is for their patients that their 
devotion is reserved. “The principal objective of the medical profession is to render 
service to humanity with full respect for the dignity of man. Physicians should merit 
the confidence of patients entrusted to their care, rendering to each a full measure of 
service and devotion.” (Op. cit., ref. 30, Sect. 1.) 

One of the standard problems in this area arises when the community forces the 
physician to release his confidential information. “A physician may not reveal the 
confidences entrusted to him in the course of medical attendance, or the deficiencies 
he may observe in the character of patients, unless he is required to do so by law 
or unless it becomes necessary in order to protect the welfare of the individual or of 
the community.” (Op. cit., ref. 30, Sect. 9.) 
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agents of the state, are insistent that their duty of performance to 
the state cannot be discharged unless the second frame of reference 
is preserved. 

It cannot be overemphasized that the physician is likely to have 
very strong opinions as to what the law should be and should do 
in terms of his particular frame or frames of reference. 

The honored ideals of the medical profession imply that the respon- 
sibilities of the physician extend not only to the individual, but also to 
society where these responsibilities deserve his interest and participation 
in activities which have the purpose of improving both the health and the 
well-being of the individual and the community.*** 

As historical events have repeatedly shown under conditions of 
tyranny, it is fortunate that physicians insist on the reservation 
that the state deserves support only so long as its policies remain 
decent. Dichotomy in the physician’s loyalty, and difficulty in 
obtaining his co-operation, may arise, therefore, (1) not only from 
the inevitable failure of the theory of the law to keep up with the 
factual knowledge of the physician’s first frame of reference, but 
also (2) when the solipsism of the law in practice does not satisfy 
the minimum moral requirements of the second frame of reference 
or (3) when the state’s political ideology conflicts with the bio- 
logic primacy of the individual. 

There is a discernible current tendency to attempt to utilize the 
physician’s sources instead of the physician himself.** This is, of 
course, an initial step in the direction of “interpreting” such 
sources according to one’s own lights, but the question of what the 


*It should be noted that the Codes of Medical Ethics of the State Medical Socie- 
ties are not of necessity identical with that of the A.M.A even though such individual 
variations are, in the last analysis, essentially without practical significance. (Op. cit., 
ref. 30, Sect. 10.) 

**Courts frequently complain about the inability to get physicians to testify about 
something that courts want testimony for. It is not uncommon to encounter judicial 
utterances which attribute such failure, to be able to get the desired testimony, to a 
prearranged cabal among members of the medical profession. Various dodges have 
been employed in particular jurisdictions in order to obtain what is desired. The posi- 
tion of the legal profession in this regard is both inconsistent and unenlightened. It 
is inconsistent since another perennial plaint is that some physicians are untrustworthy 
and are willing to debase themselves by assuming a partisan attitude—thus the court 
may be as difficult to please if it can get testimony as if it can’t. But the real diffi- 
culty, and one that should be quite apparent, is that nobody (except lawyers and 
neurotics) enjoys litigation or wants anything to do with it. Why indeed should physi- 
cians want to participate in an activity which seems to them not only degrading but 
essentially antimedical and socially insensitive? 
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sources mean cannot be solved without returning to the physician. 
No one else knows. 

The only interpretation of medical material which a responsible 
physician can consider proper is one which accords with his sense 


of value (the greatest good for the individual viewed as a total 
personality), and has been reached by logical methods which not 
only do not conflict with, but are in accordance with, current scien- 
tific knowledge. He is, however, committed to the necessity of 


tolerating (without the necessity of personally approving) other 
interpretations which depart from his sense of value (for example, 
the social necessity of confining a mentally ill person), providing 
the sense of value implied or explicit in the opposing interpreta- 
tion is logically acceptable and does not conflict with scientific 
knowledge. Anything less than the foregoing, he is obliged to re- 
ject as intellectually unsatisfactory and morally derelict. 


One cannot expect to establish rapport with scientists or physi- 
cians unless one has some insight into first principles. Socrates, 
in internment in Athens and awaiting his death, is said to have 
observed: “... for those who differ on fundamental principles there 
is no common counsel but only contempt for each other’”*—a suc- 
cinct statement of one chief cause of waste and conflict in the world 
and probably the major reason why, from the days of the elder 
Cato** to the present time,t the medical profession has been un- 

The original from Plato’s Crito 49D (Fowler, H. N.: Plato with an English Trans- 
lation. 1947. Vol. 1, p. 173) is the remarkable passage in which Socrates anticipates 
Christian doctrine as follows: “We ought neither to requite wrong with wrong nor to 
do evil to anyone, no matter what he may have done to us. ...I know that there are 
few who believe or ever will believe this. Now those who believe this, and those who 
do not, have no common groand of discussion, but they must necessarily, in view of 
their opinions, despise one another.” (More, ref. 36.) 

**The conflict between medicine and the law has deep roots in the past. In the 
ancient world medicine came to the summit of its development in Greece whereas it 
was in Rome that the law became ontogenetically complete. The intelligent Greek 
was an individualist and nonconformist, the Roman quite the opposite. The Greek had 
many personal reservations which impaired his efforts at co-operation and he did not 
particularly mind being insulted. These traits also characterize the modern scientist. 
(George, ref. 37.) But the Roman was extremely thin-skinned. The Greeks were fond of 
innovations, and the New Testament is marked by definite Hellenic contributions. The 
Romans were, on the contrary, bound to tradition; and even as late as the fifth cen- 
tury, Augustine found it necessary to battle the still firmly entrenched paganism of the 
Romans. Pliny, and especially Cato, were particularly vociferous about what was wrong 
with physicians. (“He [Cato] took part in forty-four actions at law and was sued 
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able to unite with the legal profession in combined effort to help 
the publie. 


At the present time there are no ways in which medical know]l- 
edge can be brought to bear in a really effective manner upon those 
problems of mankind which fall into the areas of criminal law, 
tort practice or domestic relations law, and the vindictive spirit 
of the lex talionis still taints the legal atmosphere. Although a vast 
amount of information is available and waiting to be applied it 





more frequently than anybody else and always acquitted.” (Pliny, ref. 37.) It has 
been pointed out that the kind of medical care the Romans got was exactly what would 
be expected in the face of such opposition. (Mettler, ref. 37.) 

tCato considered physicians as forming “a profession which they (the Greeks) ex- 
ercise for lucre.” (Mettler, ref. 38.) This estimate has been reproduced by many in- 
temperate modern legal writers, and the legal profession has other objections. Kappler, 
in a brochure for lawyers, says of physicians that some are “mistaken, prejudiced, irre- 
sponsible, or intellectually dishonest. Their appearance and demeanor may vary consider- 
ably. Some are pompous, others cocky.” (Kappler, ref. 38.) The medical profession 
has been provided with an apparently endless array of such material, some of it emanat- 
ing from legal writers who have occupied positions of responsibility like Shientag. 
(Ref. 38.) 

The following is from the Association of the New York Bar: 

“Nor are all doctors equally impartial. Some are above suspicion. A few are cor- 
rupt. In between are a number who become infected with bias when called as witnesses 
in the conventional way. Cast in the roles of partisans, subjected to hostile cross-exam- 
ination, and paid by one side, they tend to color their testimony. Their opinions may 
be expressed a little more strongly than the facts or the state of medical knowledge 
warrant; and needed reservations may be omitted when convenient. As experts, they 
receive not ordinary witness fees, but special compensation, sometimes very substan- 
tial in amount. Too often their testimony reflects the partisan source from which 
their compensation comes.” (Ref. 38.) 

A revealing epiphenomenal recent publication (1956), which would reward examina- 
tion by anyone likely to be called for jury duty in connection with tort litigation, was 
written by M. Belli, the so-called “King of Torts.” (Ref. 38.) 

Physicians may perhaps be excused for a notable disinclination to enter into an area 
which the Association of the New York Bar has characterized as follows: 

“Discrepancies in medical claims...confuse and disgust laymen who are touched by 
the court processes. When they see minor injuries inflated into large recoveries, and 
substantial injuries treated as if trivial, they tend to lose respect for lawyers, doctors, 
and judges. They see in too many accident cases that a trial is not a sober, logical 
search for the truth but something that has deteriorated into an expensive, and some- 
times cruel, game of chance. All this contributes slowly but surely to undermining 
public faith in the integrity of the courts. ” (Ref. 38.) 

Physicians and the public are not the only ones who find conventional legal methods 
and procedure objectionable. Modern lawyers tend to group themselves into hierarchies 
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will be impossible to do this, not only until the legal obstacles are 
removed, but also until the philosophical background of the law 
evolves more completely. 

All of these obstacles are of one or another of the general classes 
already discussed as barriers to education, or are due to the man- 
ner in which conflicting interests are handled in these three areas. 
How and when an obstacle operates and how many and which of 
them become operative in a given situation, depends upon its 
nature, but much of the negative criticism of scientists or of the 
medical profession by the legal, in the efforts of the former two 
groups to help the public, must be regarded as a transparent effort 
on the part of the latter to shift its own responsibilities. In nearly 
all areas where specialized scientific or technical knowledge has 





which furnish an accurate reflection of public disapproval. “The best of the graduates 
of many schools go either into the higher echelons of government service, legal or 
political, or into the large city offices where the bulk of practice revolves around our 
economic life. There is the tacit, if unexpressed, premise that court appearances are to 
be avoided, as if advocacy were something shameful. As a result, the criminal bar is 
entirely neglected. It is left by default to the less swift in the race for fame and 
fortune.” (Hervey, ref. 38.) Similar passages could be provided from many other 
sources including Blaustein and Porter, ref. 38. 

Such categories of the law as criminal law, tort practice, and domestic relations law 
have certain common features—quite aside from more general objections to them, and 
in addition to their sometimes shabby treatment of expert witnesses—which lead per- 
sons in the field of medicine to hold serious doubts as to what they themselves can 
offer by way of assistance. These features include the following: 

(1) A high degree of intimacy of contact between the lawyer and his client as a 
person (rather than as a representative of an impersonal legal entity) ; 

(2) Intensity of personal animosity between the principals (it is axiomatic that psy- 
chiatric treatment cannot be conducted, with profit to a patient, coincidentally with on- 
going litigation) ; 

(3) The necessity for the lawyer to cast himself in the role of an advocate and 
thus to participate personally in the affective display ; 

(4) A low order of satisfaction on the part of the principals with the usual result; 

(5) A widespread tendency in the courts to “type” cases in these categories (so 
that foregone conclusions about them become exceptionally common, and there not only 
arises a widespread tendency to sidetrack the court en passant, but no high degree of 
skill in reasoning or the law is required to carry such cases forward) ; 

(6) Widespread public disapproval (a) of the results, (b) of one or both of the 
principles, and (¢) of the legal system, on the ground that it is insensitive to the 
need and demand for improvement. 
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to be applied to human affairs, members of the legal profession 
are in no position personally to contribute anything constructive 
to the situation, yet they tend to interfere with the efforts of those 
who are in a position to so contribute.* For example, much un- 
favorable criticism has been directed by the courts against the 
medical profession for the quality of the medical testimony avail- 
able in connection with personal injury litigation, without appar- 
ently recognizing that valuable scientific testimony cannot be 


brought forward effectively in a court because of restrictions im- 
posed by the legal system itself, and that, even if it could be 
brought forward effectively, it probably could not or would not 
be used by the courts. Moreover, since medical testimony has 
actually nothing to do with the basic problem of getting compen- 
sation for automobile injury to those who need it, the whole debate 
about expert testimony in that field is fundamentally irrelevant. 


In 1932, the Columbia University Council for Research in the 
Social Sciences, in its Report by the Committee to Study Com- 
pensation in Automobile Accidents (the “Ballantine Committee 
Report’), made the following observations :* 

It is in tried cases... that legal machinery most directly affects the 
rights of the parties... 

The steps preceding and following a trial in a motor vehicle accident 
case are like those in other actions of law. ... 

The value of this procedure depends on several assumptions—that the 
witnesses can be obtained, that they really tell what has happened, that 
the judge and jury understand what has happened, that the damages can 
be measured with reasonable accuracy and that they can be collected. In 
a great many cases, one or more of these is only an assumption; it is not 
a fact. 


The committee concluded that, since the results of such trials 
are largely a matter of chance and since it was very possible that 


*This negative aspect in the law, also touched upon in reference 20, has long been 
perceived as at least an essentially unnecessary, meddlesome, if not socially destructive, 
tendency (see Luke 11. 46-54). Its influence in rewarding the continuation, aggrava- 
tion and spread of neurotic patterns within the social system is so well known to 
psychiatrists as to require no documentation in this journal. 
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the tortfeasor might not be able to compensate the injured person 


anyway, there was an urgent need for a completely different ap- 


proach to the problem: 

The generally prevailing system of providing damages for motor vehicle 
accidents is inadequate... It is based on the principle of liability for fault 
which is difficult to apply and often socially undesirable. .. its administra- 
tion through the courts is costly and slow, and makes no provision to 
ensure the financial responsibility. . .*° 


The committee then went on to recommend a “plan of compen- 
sation with limited liability and without regard to fault, analogous 
to that of the workmen’s compensation laws.” 


Although the committee contained a number of thoughtful and 
influential lawyers the plan was not adopted. Many reasons can 
be, and have been, advanced by members of the legal profession 
why it was not, and why it should not be, adopted; but we come 
much closer to the thinking of the Ballantine Committee Report 
every year, and it should be wholly clear by now that the failure 
to bring the full advantages of medical knowledge to bear in ful- 
filling the need to help victims of accidents stems from causes more 
fundamental than the inability of lawyers to get doctors to behave 
as they would like them to. 


A vast fund of scientific and medical knowledge is already at 
hand today in most areas of human endeavor and is ready for 
utilization as soon as the legal obstacles to using it are removed 
but a relentless pressure exerted by the public, through communi- 
cation media and the legislature, is needed, and the public will 
have to be both informed and stubbornly resistant to persuasive 
efforts to divert and confuse it. The statement is frequently en- 
countered that what are required in order to get effective social 
reforms are changes in the laws, but the medical profession is 
essentially in agreement with the legal profession that the real 
difficulty is elsewhere: in the discrepancy between the intent of the 
people as expressed in the laws already on the books and the way 
in which this intent of the people disintegrates when action through 
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the courts becomes necessary.* No matter how beneficial or en- 


lightened the printed laws may be, they are useless if, during 


operation, they are emasculated by judicial interpretation and by 
manipulation through the deliberate use of legal fictions. The 
public must keep its attention focused upon the methods employed 
by the legal profession and upon the performance of the courts, 
the two groups which have been specifically charged with follow- 
ing the directives of the people as expressed through the legis- 
lature. Unless the legal profession is kept both respectable and 
enlightened, the courts cannot deserve confidence and, “Unless the 
courts deserve confidence, no one is safe.’’? 


To put the matter in the words of a neuroanatomist, “... today 
no nation is fit to survive that cannot adjust its affairs to a code 
of decency, honor and social comity regardless of the form of 
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government in vogue. 


Department of Neurology 

College of Physicians and Surgeons 
Columbia University 

630 W. 168th Street 

New York 32, N. Y. 


*“Every step that is taken to obtain a more effective administration of justice,” 
says Vanderbilt (Ref. 41), “involves a battle with the existing order and with those 
who support it. Generally they are in an entrenched position, and whether motivated 
by selfish interests or by mere inertia, they make formidable opponents. Lawyers are 
trained to combat—or should be—but it is not to be wondered that they pause before 
undertaking a fight that brings them into a clash with the judges before whom they 
must try their cases. Only a compelling sense of public duty or an outraged sense 
of justice could induce one to enter the fray for the improvement of the administra- 
tion of justice. It may be asked: why do not the judges lead the movement for 
judicial reform? The answer is twofold. A weak judge is always afraid of where 
he personally will end up if changes come; when the reformers speak of scraping off 
the barnacles on the ship of justice, the weak judge is all too often inclined to think 
that they may be speaking of him rather than of obsolete procedure. The strong judge 
who has no personal concern about himself often enjoys advantages in the status quo 
that might be disturbed in any orderly remolding of the judicial system. Now and 
then we find an unusual judge or lawyer who is genuinely concerned with procedural 
reform, but generally we must expect active opposition from the bench and, at best, 
inertia from the bar. Increasingly laymen, because of their independent position, have 
been called on to serve as the catalytic agents of judicial reform,” 
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EDITORIAL COMMENT 


KNELL? FOR A NURSING SERVICE 


Ninety of every hundred Americans who are hospitalized for 
mental disorder go to state hospitals. Their proper care and treat- 
ment rests firmly on the nursing services—in the State of New 
York, the care and treatment of some hundred thousand patients. 
With the use of the new drugs, the need for expert nursing obser- 
vation and treatment has become more pressing. 

A typical New York state hospital caring for about 3,000 pa- 
tients, needs every one of its complement of about 115 registered, 
professional nurses. In most similar hospitals elsewhere, (which 
have been forced to give up their nursing schools) as few as three 
registered, professional nurses may be expected to do this job that 
needs 115. Such grossly inadequate staffing cannot provide even 
superficial training for ward attendants, or even superficial super- 
vision of patient care units, let alone the maintenance of a desir- 
able therapeutic milieu. In the face of the current dynamic treat- 
ment level of psychiatry, any proposal that would force deteriora- 
tion of New York State’s nursing care to an inferior custodial 
level arouses great anger. 

But, if the National League for Nursing has its way, the nursing 
services in the New York state hospitals may well degenerate to 
that custodial level, for the same reason they have elsewhere. It 
is submitted that this is a matter in which every psychiatrist in 
the nation and every citizen of New York State should concern him- 
self actively. 

In the early 1950’s, representatives of the National League for 
Nursing met with the New York State commissioner of mental 
hygiene, who felt that the threat they presented called for the 
attention of the governor. The representatives asked questions 
about the schools of nursing operated by 17 New York state hospi- 
tals. They were given details of the educational programs. They 
then expressed themselves as dubious that students should be 
trained in state hospitals. The department contended that, because 
of their psychiatric orientation, the hospital school’s graduates 
measured up better than others in actual patient-nurse relation- 
ships, and that they measured up as well as others in the state 
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board examinations for registration. The N. L. N. representatives 
agreed to evaluate the state’s schools fairly on their merits if 
applications were made. 

It is self-evident that no school of nursing can long survive 
without official approval. Students nowadays will not apply to 
partially approved or locally approved schools, particularly when 
there are so many other vocational opportunities. To withhold 
approval, then, is to sign a delayed death certificate for a school. 
Glib talk of substituting forced recruiting by means of training 
stipends, or of centralized schools or of bobtailed courses, is sheer 
naive fantasy. Bitter practical experience has shown that a hospi- 
tal without a school of nursing cannot replenish its nursing forces 
each year. Firm identification with the school and hospital, strong 
esprit de corps, and close local ties in the community are all neces- 
sary to maintain the full complement of active, enthusiastic and 
industrious nurses needed for the care of the mentally ill. 

Last year, eight New York state hospital schools of nursing 
made application and were evaluated by the National League at 
fees of $1,050 each. None was approved. There was a persever- 
ative quality to the statements of rejection. It was said that re- 
jection was based on the long affiliation of the schools’ students 
in general hospitals (all, incidentally, approved by the N. L. N.). 
Acting upon the assurances given at that first meeting when the 
facts of such affiliation were made very clear, requests for evalua- 
tion had been made in good faith. 

With psychiatry extending into every medical field, from pedi- 
atrics through gynecology to ophthalmology and with each state 
hospital obliged to maintain a general hospital staffed by special- 
ists at its core, no medically-trained person can contend that the 
state hospital falls into the usual category of specialty hospital. 
The shopworn allegation that students in these schools are ex- 
ploited for service is false. Finally, the pretty theory (advanced 
in all seriousness as an argument against the present school of 
nursing set-up) that training in a medical science must be divorced 
from the hospital should not outweigh overwhelming human 
needs. 

The proposal to abolish the state hospital schools of nursing 
is a proposal that the nursing services of the New York State De- 
partment of Mental Hygiene be slowly strangled, and, simulta- 
neously that the source of 400 new nurses each year be dried up. 
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This calamitous plan will meet firm opposition from the citizens 
and legislators of New York State. Very many families are per- 
sonally involved in this matter of day-by-day care of hospitalized 
husbands and wives, parents and children. Organized psychiatry, 
too, with its concern for its mentally ill patients, will take a long, 
hard look at those followers in the footsteps of Florence Night- 
ingale who now direct the N. L. N. 





LETTER TO THE EDITOR 


ABOUT STICKS AND STONES 
To The Editor of THz PsycHIaATRIC QUARTERLY : 
Sir: 
I have read, belatedly but with considerable interest, the editorial com- 
ment in THE PsyCHIATRIC QUARTERLY (v. 33, No. 1, 1959, pp. 148-65), 
entitled “Sticks and Stones—and Some Names Too!” Since mine was in- 


cluded among the names named, I may be permitted an opportunity for 
countercomment. 


I applaud the vigor of the editorial. Would that there were more open 
debate of important issues, instead of the skirting of controversy that char- 
acterizes so many professional journals. 


But the polemicist who is daring enough to “name names” should be sure 
of the strength of his factual weapons, the accuracy of his aim, and the 
true position of his targets. In the case under discussion, the editorial 
comment would have been more convincing were it less wanting in factual 
soundness, less erring in aim and less indiscriminate in the targets chosen 
for attack or counterattack. Let me quote, for example, from the editorial’s 
comment on me: 


“Tt might be interesting to know just how far blind distrust of all public 
enterprise and blind faith in all private enterprise ... inspired two other 
crities of the period, the professional writers Albert Q. Maisel and Albert 
Deutsch... Mr. Deutsch presented the case against the mental hospital sys- 
tems of a number of ‘backward’ states in a fashion to imply that all states 
were backward...” 

Now, anyone in the least familiar with my own socio-political views, 
stated in print often and in many contexts, would be perplexed to see me 
characterized as one sharing “blind distrust in all public enterprise and 
blind faith in all private enterprise.” In my book, The Shame of the States, 
cited in the editorial comment, I did not try to make a “case against the 
mental hospitals”; my aim was to expose prevailing conditions in most public 
hospitals at the time. Earlier, in a paper on “Psychiatry as State Medi- 
eine” (Am. J. Psychiat., Centennial Anniversary Issue, 1944, pp. 181-190) 
I had stated clearly my firm and unaltered position that the state mental 
hospitals are here to stay, and that the main task today is their improve- 
ment, not their abolition. I am convinced that improvement involves, among 
other things, the break-up of the giant institutions into smaller units. 

It is hard to believe that the editorial commenter, who charged that 
my book “presented the case against the mental hospital systems of a num- 





154 LETTER TO EDITOR 


ber of ‘backward’ states in a fashion to imply that all states were back- 
ward. ..”, could possibly have read the book. The truth—easily verifiable 
by a mere perusal of the book’s table of contents, listing the institutions 
described—is that I selected for critical analysis (with one exception, 
Georgia), the most “forward” states. In my preface, I wrote: 

“In charting my survey I deliberately chose institutions in or near great 
centers of American wealth and culture—representative modern American 
cities from New York to San Franciseo. I had amassed a huge amount of 
documentary material on abysmal mental hospitals in America’s backwoods. 
But I didn’t want to give respectable denizens of metropolitan centers a 
chance to shrug their shoulders and sigh: ‘Well, what could one expect, in 
that benighted region?’ ” 


With one exception, the hospitals described critically in my book were 
located in New York, Pennsylvania, Michigan, Ohio and California. Does 
the editorial commenter consider these states “backward?” 

The editorial commenter is neither fair nor accurate in his remarks on 
Dr. Harry Solomon, chief target of his name-calling treatise. He quotes 
Dr. Solomon’s 1958 A. P. A. Presidential Address out of context, and mis- 
interprets his statements. The editorial commentator declares (pp. 149- 
50) : 

“ .. For the big public institutions are doing a job, if imperfectly, that 
the private hospitals could not begin to cope with at all. Even Solomon 
recognizes this, in suggesting that, when the big hospitals are abolished, 
many chronie patients should be removed from the hospital scene alto- 
gether by the establishment of undefined new ‘facilities’ for ‘care and 
custody,’ and without treatment programs, although auxiliary hospital 
services would be provided somehow. This is either a shockingly callous 
proposal or a proposal for a distinction without a difference as far as ‘back- 
ward’ patients are concerned, and it is difficult to believe that it was made 
seriously. It is certainly neither an acceptable nor a practicable way to get 
rid of the public mental hospitals.” 

There are several false notes in this statement. In the first place, Dr. 
Solomon never suggested that private and/or custodial centers for chronics 
were the sole alternatives to large mental hospitals. In his address (Am. 
J. Psychiat., July, 1958, pp. 1-9), he outlines a network of services, such 
as day and night hospitals, half-way houses, psychiatrie wards in general 
hospitals, hospital extension services whereby certain patients are treated 
at home, out-patient clinics, rehabilitation and after-care services, ete. 

Dr. Solomon did not recommend, as the editorial comment implies, the 
sudden abolition of the large mental hospital. He suggested that “our large 
mental hospitals should be liquidated as rapidly as can be done in an orderly 
and progressive fashion.” (italics mine—A.D.) Finally, Dr. Solomon’s “care 
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and custody” suggestion was hardly as callous, undefined or undifferen- 
tiated as the editorial comment makes it appear. He said: 

“T eoneeive of such facilities being of moderate size. In each such com- 
munity there would be a hospital section staffed by visiting surgeons, inter- 
nists, psychiatrists and other specialists. To the hospital section with its 
out-patient clinic would be referred those individuals for whom some specific 
medical treatment was indicated. Rehabilitation activities would be in the 
center of the scheme, both vocational and social rehabilitation. I would 
offer a working definition of rehabilitation in this setting as the best utiliza- 
tion of the capacity of a disabled individual.” 

If the writer of the editorial comment disagrees with this proposal, he 
should aim his ammunition at its plainly-stated argument, not at a straw 
man on whom the label of Dr. Solomon has been pinned conveniently. 

It is as unworthy as it is unwarranted to lump a man of the stature of 
Dr. Solomon, who has served with distinction in a state hospital system 
all his professional life and now heads that system, among what the editor- 
ial comment refers to as “cold war guerrillas” and “the enemies of public 
mental hospitals.” It is ignoble to apply the latter epithet, as the editorial 
comment does, to all those who voice criticism of large mental hospitals. 
It is fatuous to imply, as the editorial comment does, that the critics of 
large public mental hospitals pose small private hospitals as the sole alter- 
native, when Dr. Solomon and most of the others recommend simply smaller 
and more diversified publie facilities. One need not deny the obvious truth 
that many private institutions are seriously defective as a prerequisite for 
criticizing the lacks in our public institutions. When nearly 98 per cent 
of our institutionalized mental patients are in public hospitals, they are 
naturally the main objects of public interest. 

Finally, the traditionalist who so blatantly girds himself with the armor 
of Don Quixote, to tilt at windmills in defense of the institutional status 
quo, is hardly in a position to hurl the epithet of “feudalist” at its critics. 
The editorial commenter, in this case, seems a pretty solitary figure, happily 
out of tune and out of step with the great majority of his colleagues in 
the state hospital systems of this eountry. I suggest he is also out of touch 
with current realities. 


Albert Deutsch 
2800 Quebee Street, N. W. 
Washington 8, D.C. 


Epitor’s Note 
In evaluating Mr. Deutsch’s fervent disclaimer, the reader should con- 
sider the following quotations—all in context: 
Dr. Karl Menninger introduced Mr. Deutsch’s book “The Shame of 
The States.” (We are certain that he read it, too.) He felt constrained 
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to write: “I am afraid that Mr. Deutsch has not made it sufficiently clear 
that there are numerous state hospitals where every effort is being made 
to do what should be done, where no patient is abused or neglected, and 
where most patients are given personal consideration and the treatment 
considered best for their particular condition.” 


Speaking as president of the American Psychiatric Association in May 
1958, Dr. Harry Solomon made a pronouncement. There is no qualification 
as to hospital size. The italies are ours. 

“T do not see how any reasonably objective view of our mental hospitals 
today can fail to conclude that they are bankrupt beyond remedy.” 

In the same presidential address, Dr. Solomon did propose second class 
eare for “chronic” patients. In the following quotations the italics are ours. 
They indicate clearly that the staff for such proposed facilities shall be 
visiting only, and that the surgeon and internist will outrank the psychia- 
trist. This visiting staff would see those for whom some specific medical 
treatment was indicated, although the group of patients to be placed in 
such facilities are those for whom no medical or psychiatric treatment is 
available (in Dr. Solomon’s opinion) : 

“T tentatively suggest that facilities be established devoted to care and 
eustody of a group of chronically ill individuals for whom, at the present 
time, we have no clear-cut definitive medical or psychiatric treatment. I 
suggest that such facilities be planned as a colony or home rather than as 
a hospital. .. In each such community there will be a hospital section staffed 
by visiting surgeons, internists, psychiatrists and other specialists. To the 
hospital section with its out-patient clinic would be referred those indivi- 
duals for whom some specific medical treatment was indicated.” 

Although Mr. Deutsch seems to have missed the point of most of the 
editorial and pretends to believe that we are advocates of the hospital of 
“monstrous” size, we want to compare the following quotation from his 
letter with a quotation from our editorial. 

“T had stated clearly my firm and unaltered position that the state mental 
hospitals are here to stay, and that the main task today is their improve- 
ment, not their abolition.” 

The editorial concluded : 


“The good mental hospital systems already have, and the others can have, 
humane, scientific and progressive programs.” 
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Psychiatric Dictionary. Third edition. LeLanp E. Hisiz, M.D., and 
Rosert J. CAMPBELL, M.D., editors. 788 pages. Cloth. Oxford. New 
York. 1960. Price $17.50. 

This third edition of the Psychiatric Dictionary, originally edited in 1940 
by Leland E. Hinsie and the late Jacob Shatzky, has been enlarged, re- 
vised and reset. The work has been done under the active editorship of 
Dr. Campbell, who pays tribute to the guidance and encouragement of Dr. 
Hinsie. Dr. Campbell notes that the “philological portions of the present 
edition remain essentially” Dr. Shatzky’s contribution. 

After 20 years the Psychiatric Dictionary remains by far the best and 
the most complete dictionary devoted to this subject. The third edition 
incorporates in the main vocabulary the material issued in the more than 
200-page supplement in 1953. There are also 1,629 new listings, covering 
new fields or developments in old ones, including the new vocabulary neces- 
sitated by the “tranquilizing” and psychotomimetie drugs. Around 1,300 
definitions which proved to be of only temporary use or interest have been 
dropped. The principal method of definition continues to be by quotation 
from recognized authority, or from coiners of specialized terms. The psy- 
choanalytic definitions, for instance, are from Freud, Ernest Jones, Fenichel 
and others; and the specialized terms of the newer psychoanalytic schools 
are defined by representative authors. 

As a very minor criticism, this reviewer finds the pronunciation system 
somewhat confusing. It is the one used in previous editions, and it pre- 
sents debatable pronunciations in some cases and ambiguous renditions in 
others. This is a fault, however, which is certainly shared by every other 
specialty dictionary which the reviewer knows. 


Evolution of Nervous Control. ALiAn D. Bass, editor. 240 pages. 
Cloth. American Association for the Advancement of Seience. Wash- 
ington, D.C. 1959. Price $5.75. 

This book is another in the superb series of monographs put out by the 
American Association for the Advancement of Science. The book’s title 
may be misleading and indeed frighten away the neuropsychiatrist or 
psychiatrist. Although the evolutionary and comparative morphological 
aspects of nervous activity are considered in several articles, the text is 
actually a very readable review of some of the major research going on in 
various phases of neuropsychiatry and psychiatry. There are articles by a 
botanist, an embryologist, a neurologist, a neurophysiologist, a physiologist, 
a psychologist, and a psychiatrist. 
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The botanist, Edmund Sinnott, sets the tone for the volume in his short 
article on development and behavior in organisms. He emphasizes the basic- 
ally biologic, normative, and self-regulatory character of nervous activity. 
Of the other papers, the last three are particularly interesting. Irving Page 
writes an article that is close to inspiring on the biochemistry of the brain 
and some aspects of the mind-brain problem. Lukas-Tuber offers some 
valuable evidence for the correction of popular misconceptions as regards 
central nervous system behavior, i. e. the “highest” functions of behavior 
are not necessarily impaired by lesions of the frontal lobes. Finally, Mirsky 
has a fine article on the experimental approach to psychoanalysis. 

This book offers much more conerete and useful data than do a number 
of larger tomes dealing with the interdisciplinary approach to mental 
disease. It may be profitably read by anyone interested in the differing 
aspects of, or approaches to, the study of the nervous system and its 
activity. 


Art and the Delinquent. By Nizts Grant, JR. 36 pages. Cloth. Exposi- 
tion. New York. 1958. Price $3.00. 


Niels Grant is an artist who taught art and used it effectively in a 
therapeutic manner in a California institution for teen-age juvenile delin- 
quents. This little book is his plea for the more widespread use of art crafts 
in working with anti-social problems. Mr. Grant’s classes in art work were 
characterized by his honesty, sincerity, flexibility, and most importantly, 
belief in and lack of fear of, his boys. He speaks of art as “love,” as a 
hobby, a vocation, an interpretive tool, and as a method of self-expression. 
He is somewhat overenthusiastic in his conception of the potentialities of 
art in therapy, while he seems to ignore psychodynamics and milieu. How- 
ever, Grant’s success with his delinquent boys may convey an important 
lesson, aside from his use of art. His involvement and giving, on a mature 
level, in his relationships may be the real key to his therapeutic success. 


Grundumsatz und Psyche (Metabolism and Psychological Re- 
sponse). By Dr. AuGusT WILHELM VON Err (Privatdozent at the Uni- 
versity of Bonn). VIII and 132 pages (inel. 48 pictures and tables, in- 
troduction, index and almost complete bibliography). Paper. Springer. 
Berlin-Gottingen-Heidelberg. 1957. Price DM 19.60. 

This monograph, presented with classical German thoroughness, is a 
valuable contribution to the everpresent problem of psychosomatic inter- 
actions. The author presents his own admirable experimental work clearly 
(with all experimental methods in detail) and systematically, against the 
background of the international literature. With self-criticism that the 
reader should appreciate, he limits his efforts to investigations of the phys- 
iology of temperature metabolism, and of the anatomy and pathophysiology 
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of the diseases of the hypothalamic system, in relation to psychologic and 
mental processes. He is aware that he is opening a wide field for research 
by starting from the somatic angle of the problem rather than from the 
psychiatrie one. His critical methodology is impeccable, and this mono- 
graph will be a valuable refereuce work for all students of psychological 
medicine and researchers in the field. 


The Neuroses and Their Treatment. Epwarp Popotsky, M.D., editor. 
555 pages. Cloth. Philosophical Library. New York. 1958. Price $10.00. 
This is a book of 555 pages, edited by Edward Podolsky of the depart- 
ment of psychiatry, Kings County Hospital, Brooklyn. There are 37 papers, 
by various authors, apparently derived from a number of psychiatrie and 
medical journals. There are, however, ,o formally appended bibliographies, 
nor are there complete bibliographical Sitations to the original articles them- 
selves. There also is no index. Among the papers are articles on infaney, 
childhood, adult neuroses, psychosomatic illnesses, problems of occupational 
neurosis, aging, postpartum anxiety states, treatment by drugs, carbon 
dioxide and lobotomy, for example. 

Many of the papers appear to be too technical in language to be valu- 
able for “physicians in active practice,” or are too experimental in content 
to be easily used by the nonpsychiatrie physician. For example, the article 
on carbon dioxide treatment by Meduna, is apparently reproduced from 
one of his earlier articles and the reviewer believes that it would be diffi- 
cult for the average physician to follow it with any degree of success. 


Psychiatrie Heute (Psychiatry Today). By Kurt ScHNEIDER. 32 
pages. Paper. Georg Thieme Verlag. Stuttgart. Price 70 cents. 

This is a reproduction of a lecture, delivered by a psychiatrist in 1951 
at Heidelberg. The author seems opposed to both psychoanalysis and psy- 
chosomaties. He admits his bias, by quoting Goethe’s dictum: “I can prom- 
ise to be honest; I cannot promise to be unbiased (unparteiisch).” 


Freud: The Mind of the Moralist. By Pxiwip Rierr. 397 pages includ- 
ing index. Cloth. Viking. New York. 1959. Price $6.00. 


Rieff is a sociologist who has read much and pondered deeply in the 
field of psychoanalysis. He concludes that psychoanalysis is a moral doc- 
trine, and his book is an erudite and very readable attempt to picture 
Freud primarily as a moralist. As a critique of psychoanalysis, Rieff’s con- 
tribution is unusual, as coming from a man who freely testifies to Freud 
as a genius and whose conscious motivation appears to be to assess the 
result of Freud’s impact on society. He remarks that Freud’s protest against 
the “American illusion” of a better future “is hidden beneath a science 
whose very nature as a moral science it denies; for the illness it pro- 
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poses to treat scientifically is precisely our inherited morality, and therefore 
it is, in its own terms, both a natural and a moral science.” 


Rieff points out that if Freud takes sides against culture, it is only for 
therapeutic purposes and he remarks acutely that Freud “is the architect 
of a great revolt against pleasure, not for it. He wrote no briefs for the 
pleasure principle. Rather he exhibited its futility. It is toward the reality 
principle that Freud turns us, toward the sober business of living and with 
no nonsense about its goodness or ease.” Rieff concludes, pessimistically, 
that “psychological man may nevertheless end the ancient quest of his 
predecessors for a healing doctrine. His experience with the latest one, 
Freud’s, may finally teach him that every cure must expose him to new 
illness.” 

Rieff’s discussion, as can be seen from the excerpts, is more sociological 
and philosophical than psychological. The reviewer thinks that analysts, 
however strongly they may disagree with some of its tenets, will want to 
read it. 


The Relation of Psychiatry to Pharmacology. By ABRAHAM WIKLER, 
M.D. VIII and 322 pages including 889 references and index. Paper. 
Published for American Society for Pharmacology and Experimental 
Therapeutics by Williams & Wilkins. Baltimore. 1957. Price $4.00. 

This publication represents a complete survey and review of the entire 
field of pathophysiology and pharmacology in its relationship to neurology 
and to human behavior. The overwhelming material scattered through the 
forests of medical world literature is presented competently in the fashion 
of a reference handbook. The four sections cover: the effects of drugs on 
human behavior, theories and mechanisms of drug actions, neurophysio- 
logical aspects, and psychological aspects. The author states that “in the 
light of this discussion, the relation of psychiatry to pharmacology may 
be epitomized as a joint effort in the search for “pattern-specificity” in 
the actions of drugs, since the existence of such “specificities,” however 
complex their patterns may be, implies the existence of “common denomin- 
ators” upon which they act, and which are, in turn, among the variables 
that determine human behavior. 


The Mother-Child Interaction in Psychosomatic Disorders. By ANN 
M. Garner and CHARLES WENAaR. 290 and viii pages and index. Cloth. 
University of Illinois Press. Urbana, Ill. 1959. Price $6.00. 

In this well-prepared work, the authors’ research is guided by the hy- 
pothesis that children’s susceptibility to psychosomatic illnesses develops in 
the first year of life, when somatic response patterns are first laid down. 
In this hypothesis, it is considered that these disorders are developmental 
in origin, especially during the symbiotic part of mother-child relationship. 
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The mothers dealt with in this research, can be described briefly as ambi- 
tious, controlling women, who have high expectations for their children 
during pregnancy; but for whom the actual care of an infant becomes 
unrewarding and disagreeable because of the mothers’ emotional investment. 
Uneonsciously these women are drawn to this ungratifying activity to the 
point of becoming bewildered in a close, mutually frustrating relationship. 
The children, on the other hand, are greatly stimulated by their mothers, 
but never receive the kind of love they need from their incapable mothers, 
in whom their children’s emotional investment can take place under the 
guise of fulfillment of the children’s emotional deprivations. 

Everyone who is interested in this new field, will find this experimental 
investigation into understanding the mother-child relationship helpful, not 
only with psychosomatic diseases of children, but with neurotic problems 
and with physical illnesses which are not psychosomatic in nature. 


Medicine and Man. By Ritcuie Caper. 247 pages. Paper. New Ameri- 
ean Library. New York. 1958. Price 50 cents. 

A popularizing journalist attempts a “story of the art of healing.” The 
result is an enthusiastic account of progress. Of course, a price has to 
be paid in simplification: What the author says about Freud is both 
enthusiastic and naive. 


The Doctor, His Patient and the Illness. By Micuag. Ba.int, M.D. 


346 pages. Cloth. International Universities Press. New York. 1957. 
Price $7.50. 


This is a book in which a psychoanalyst and several other British medical 
men describe methods of using psychotherapy in general medical practice. 
In their seminars, the doctors reported their successes, their failures and 
their problems. As a result, this volume can give any doctor many valu- 
able ideas to use in his practice if he believes that psychological factors 
are important in his medical therapies. 

The author believes that the really effective drug in treatment is the 
doctor himself and “...it happens not so infrequently that the relation- 
ship between the patient and his doctor is strained, unhappy, or even un- 
pleasant. It is in these cases that the drug ‘doctor’ does not work as it is 
intended to do. These situations are quite often truly tragic; the patient 
is in real need of help, the doctor honestly tries his hardest—and still, 
despite sincere efforts on both sides, things tend obstinately to go 
wrong...” 


This book is a very good one. The open-minded doctor will find many 
ideas which, if taken seriously, will help him to become a better doctor. 
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The Freudian Ethic. By RicHarp LaPirre. 299 pages including index. 
Cloth. Duell, Sloan and Pearce. New York. 1959. Price $5.00. 

Richard LaPiere is an economist and social psychologist who is an ex- 
perienced scientific writer and editor. He derives, from an undoubtedly 
intensive study of psychoanalytic writing, the conclusion that the Freud- 
ian ethic “presupposes that man is by nature weak, uncertain, and ineap- 
able of self-reliance and that he must, therefore, be provided by society 
with the security that is his greatest need. Since the most outstanding 
and most popular proponent of this view of man has been Sigmund Freud, 
the newly emerging ethic has been designated by his name.” How he reaches 
this extraordinary conclusion will not be discussed here; but it should be 
observed that few practitioners of psychoanalysis would agree with it. 

The reviewer doubts whether security is considered the principal goal 
or need of man by any respectable body of psychological opinion in the 
western world. It may be regarded as an important human need, but it 
is by no means the sole one. Dr. LaPiere wants to encourage the emer- 
gence of “men of enterprise who have brought us to our present state of 
development, men who have operated in terms of the Protestant ethic.” He 
believes that unless trends toward security as the supreme goal “are checked 
by men of enterprise,” we cannot “long continue as the most fruitful so- 
ciety that man has ever known.” With this, many will agree, but few 
will concede that the evil that Dr. LaPiere attacks is Freudian, or is sup- 
ported by any important segment of Freudian opinion. If enterprise is 
the goal, critics of psychoanalysis might note that one objective of all 
psychotherapy, including non-Freudian varieties, is to free the intellect 
from irrationalities that impede intelligent enterprise. 


The Annual Survey of Psychoanalysis. Volume V. JoHN FRoscu, 
M.D., and NATHANIEL Ross, M.D., editors. 608 pages including index. 
Cloth. International Universities Press. New York. 1959. Price $12.00. 

Volume V of The Annual Survey covers the year 1954. It is an addition 
to a steadily improving reference work and guide for research that has 
become more useful over the years. 

Volume V is a survey of the wide periodical literature, with abstracts 
of 10 important books of 1954, and an extensive bibliography of the Ameri- 
ean and foreign publications from which the abstracting of the text was 
done. More than 40 books of the year on psychoanalysis and related sub- 
jects are listed. 

The arrangement and selection of this survey continues to improve. 
This fifth volume is exceptionally readable, and the issues as a whole appear 
to be well on the way to achieving indispensibility in not only the psy- 
choanalytie but the general psychiatric library. 
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Psychopathy. A Comparative Analysis of Clinical Pictures. By Caru 
FRANKENSTEIN, Ph.D. 198 pages with index. Cloth. Grune & Stratton. 
New York. 1959. Price $6.75. 

In this book, an attempt is made to clarify the concept of psychopathy, 
and compare it with other concepts of pathology. 

The author’s view differs from both the psychological and the neuro- 
physiologic theories in his emphasis on the principle of structurization. 
According to this view, certain structural dispositions—such as predomin- 
ance of the tendency toward expansion and a defective ability to experi- 
ence anxiety in an individual with a normal principle of differentiation 
—may be present at birth. It is presumed—it is difficult to prove—that 
these have their specific cerebral equivalents. Thus, owing to these con- 
genitally given structural dispositions, frustrating experiences determine 
the development and the crystallization of the final psychopathic reaction 
types—which as a result of “structurization” are irreversible. 

On the other hand, the author holds that, under different structural 
conditions, particularly under the influence of a strong “anxiety-proneness”’ 
and a defective principle of differentiation, the same frustrating experi- 
ences that can produce psychopathy are liable to “sink” into the (autono- 
mous) unconscious. In the end, as is suggested in the preface, the reader 
may be left with the impression that it is difficult to find a single case of 
clear and unmistakable psychopathy, despite the author’s hope that he has 
achieved the purpose of depicting the condition. 


Modern Dermatologic Therapy. Tuomas H. Sternsperc, M.D., and 
Vicror D. Newcomer, M.D., editors. 520 pages. Cloth. Blakiston Divi- 
sion, McGraw-Hill. New York. 1959. Price $10.00. 

This is a concise, readable, and up-to-date volume on the management 
of skin diseases. The contents stem from a Postgraduate Seminar given 
at the U.C.L.A. Medical Center. There are 26 chapters dealing with com- 
mon problems in dermatology, each written by a doctor well-acquainted 
with the subject at hand. The chapter on the management of systemic 
lupus erythematosus should be mentioned as containing a well-outlined and 
detailed discussion on the use of steroids in this protean and elusive 
disease. 

Of particular interest, are three chapters concerned with psychiatric 
aspects of skin disease. These are: “Emotional Factors in Dermatologic 
Disorders,” “Psychiatrie Treatment of Psychoeutaneous Disorders,” and 
“Treatment of Psychoeutaneous Disorders by the Dermatologist.” The third 
of these articles is unusually welcome, as it indicates to the nonpsychiatrist 
a way of proceeding in what must be one of the most difficult aspects 
of therapy. The volume is illustrated, and the index and bibliography 
are adequate. 
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Heroic Sanctity and Insanity. By THomAs VERNER Moore, M.D., Car- 
thusian. 243 pages including index. Cloth. Grune & Stratton. New 
York. 1959. Price $5.00. 

Father Moore is a psychiatrist as well as a priest. His discussion of 
“heroie sanctity and insanity” is thus from the point of view of two dis- 
ciplines. For the layman, as well as for the psychiatrist, there is sometimes 
difficulty in distinguishing between intense religious dedication and reli- 
gious delusion. Father Moore makes careful distinction, discussing—among 
other examples of sanctity—the life of St. Thérése of Lisieux and some 
of the writings concerning her. He also cites many instances of heroism in 
the service of God and man, and devotes a chapter to the fortitude of 
various saints. The reader may not be able to judge for himself where 
distinctions are to be made, but the principles are laid down. The author 
of this work, as most professional readers will recognize, is a distinguished 
psychiatrist as well as an eminently religious man. He has been a secular 
priest, a practising psychiatrist, and a member of the Order of St. Benedict, 
and is now a Carthusian monk. 

Father Moore’s book should be enlightening to many Roman Catholic 
laymen, and of considerable practical use to both Catholic and non-Catholic 
psychiatrists. It should be of use also to the mental hospital chaplain or 
to the practitioner of pastoral therapy of whatever denomination. Father 
Moore’s view of the place of sanctity in life may be summarized in a quota- 
tion from his epilogue: “If sanctity is attained in early life it renders 
juvenile delinquency impossible. If it reigns in a home it produces peace 
and contentment. Where charity dominates all, divorce never enters in.” 


Progress in Neurology and Psychiatry. An Annual Review. Volume 
XII. E. A. Spmcet, M.D., editor. 643 pages. Cloth. Grune & Stratton. 
New York. 1957. Price $12.00. 


This volume continues this publication’s high standard of reporting 
briefly nearly every piece of literature on the subject of neurology and 
psychiatry. This issue has more than 64 contributors who review some four 
thousand papers. It covers the basic sciences, which means neuroanatomy, 
neurophysiology, neuropathology and neuropharmacology; neurology, which 
relates principally to clinical neurology; neurosurgery; and psychiatry. 

The preface states in part: “...If one tries to discover main trends of 
interest, he may perhaps mention electrophysiologic and biochemical re- 
search in the basic sciences; prevention and treatment of diseases of in- 
feetious and vascular origin in clinical neurology; refinement in technique, 
as for instance by means of stereotaxic methods in neurosurgery and experi- 
mentation with drugs in eclinieal psychiatry.” 
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Physiological Bases of Psychiatry. W. Horstey Ganrt, M.D. editor. 
XIII and 344 pages. Cloth. Thomas. Springfield. 1958. Price $10.50. 

These papers, from the Pavlovian Laboratory of Johns Hopkins Univer- 
sity and the Behavior Laboratory of Cornell University explore many facets 
of the research that can be done with conditioned reflexes. Two of the 
papers study psychiatric treatments and their effect on conditioned reflexes 
— including electric shock therapy and tranquilizers. Of particular interest 
to this reviewer, was the paper by John E. Peters, “A Comparison of the 
Effect of Two Different Types of Electroconvulsive Treatment on Con- 
ditioned Reflexes in Dogs.” This study, if substantiated, shows that the 
convulsions in ECT are dependent for their results on the intensity of the 
stimulus, and not necessarily on the simple fact that there is a convulsion. 

These papers are important, and one does not have to be a “Pavlovian” 
to believe this. Truly objective data, uncontaminated by extraneous fac- 
tors, are hard to come by in the field of psychiatry, and this type of re- 
search may provide substantiating evidence for many forms of psychiatric 
therapy. 


Epilepsy. By Manrrep Saket, M.D. XXXVI and 204 pages. Cloth. Philo- 
sophieal Library. New York. 1958. Price $5.00. 

This posthumous work of a great physician and trail-breaker in psy- 
chiatry is not a textbook on epilepsy for students though it gives a com- 
prehensive and well-presented picture. It is more a challenge to physicians, 
already experienced in the problems of diagnosis, therapy and prognosis 
of this controversial syndrome, because Manfred Sakel presents in his 
characteristic way his own subjective ideas and formulations, particularly 
when the discussion advances to “predominant causes,” pathogenesis and 
etiology and to his own theory and proposed method of treating epilepsy. 
Whether the reader can or will agree, is not, however, important in this 
book, it remains an admirable document of the genial mind in search of 
the truth. No reader will be able to escape the fascination of following the 
thinking of a great psychiatric pioneer. Manfred Sakel’s Epilepsy will 
rightfully take its place in every scientific and medico-historical library. 
His friends deserve great credit for the promotion of its publication. 


Encouraging Scientific Talent. By CuHartes C. Coiz, Jr. 259 pages. 
Paper. College Entrance Examination Board. 1956. Price $3.50. 

This is a large monograph which attempts to study the reasons for chil- 
dren failing to go to college, the causes for their choosing or not choosing 
various branches of the sciences, the factors encouraging careers in science 
and the methods of improving recruitment for scientific studies. 

The book contains a series of recommendations through which teachers, 
schools, research agencies and the government ean help conserve the na- 
tion’s best human resources. 
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Mr. Lyward’s Answer. By MicHarL Burn. 228 pages. Cloth. Beacon. 
Boston. 1957. Price $3.95. 

This is a book on a small residential institution in Great Britain for 
emotionally disturbed children. Although the author feels this is the an- 
swer to the problem of juvenile delinquency, rejections, ete., he fails to 
understand the significance of the tremendous selection of patients that this 
particular institution used. No child with an IQ under 115 was accepted, 
no child was accepted without previous interviewing and discussion. No 
mentally ill child was accepted, nor was any child accepted whom the in- 
stitution director thought would not fit into the program. If a child be- 
came disturbed to the point where he was upsetting the other children, 
he was asked to leave. 

Under such conditions good results could be assured in almost any set- 
ting. There is nothing original or different about the methods of the in- 
stitution. All the staff are lay people, without formal training in psychiatry 
or psychology, but apparently with a deep understanding of human nature. 

The book should be of interest to general readers, social workers, and 
those dealing with sociological problems. 


The Crime. By STEPHEN LONGsTREET. 241 pages. Cloth. Simon and Schus- 


ter. New York. 1959. Price $3.50. 

This is the fictionalized story of the Hall-Mills murder ease that took 
place in New Jersey in the 1920’s, written by a man who was a young re- 
porter on the ease. The author has done a good job of writing and made 
an excellent suspense tale of the story. The crime involved much psy- 
chopathology, and Longstreet’s version should be of interest to both psy- 
chiatrists and criminologists. 


All About Men. By Joserpn H. Peck. 260 pages. Cloth. Prentice-Hall. 
Englewood Cliffs, N. J. 1958. Price $3.50. 

Homespun philosophy of the common-sense variety is written by a re- 
tired physician who practised for 30 years in Utah. The author has a 
nice sense of humor, and sometimes comes up with some amusing bits: 
“Tneidentally, I have never read the Kinsey report on the sex behavior of 
the male, and I sometimes wonder whether the late Dr. Kinsey read what 
he had written. I am econvineed that the material was not gathered from 
average men, who would have been more likely to take a swing at the in- 
terrogator than describe their intimate sex life in a serious manner.” Or: 
“Boys come in assorted sizes, shapes, dispositions, and ability to get into 
trouble.” 
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Evaluation of Changes Associated With Psychiatric Treatment. 
By Marvin Reznrkorr and Laura Toomey. 132 pages. Cloth. Thomas. 
Springfield, Il]. 1959. Price $4.50. 

This little book would be an extremely valuable addition to the library 
of anybody doing clinical research in an aspect of psychotherapy. The 
authors have reviewed the literature on research related to appraising 
changes accompanying psychiatric treatment. In the book’s first section 
some of the main theoretical considerations in clinical research are dis- 
eussed. Reliability, validity, replication, and controls are taken up. Re- 
search design, meaning of “evaluation of treatment,” value judgments, 
and similar problems are discussed. The next section considers some prac- 
tical problems, i. e. those related to animal experimentation and the thera- 
peutie situation. 


The book’s last section is a good review of the methods used to appraise 
psychological change associated with various forms of treatments. It is 
excellent, but not really an adequate review lengthwise—its reference to 
current trends in research takes only five pages. Problems regarding evalu- 
ation of clinical judgments, psychological tests, physiological measurements, 
content analyses, intra-individual measures, and current trends in research 
are presented. The section on content analysis is particularly good, in its 
considerations of attitudes and relationships, self-awareness, content ratios 
(frequency of various words, “semanties differential,” ete.), defensiveness, 
and therapist responses. The bibliography is excellent. One only wishes 
that the authors could in the future provide us with a larger, and more 
all-inclusive work on methods of evaluating psychotherapy. 


The Road to Emotional Maturity. By Davip ABRaAHAMSEN, M.D. 379 
pages. Cloth. Prentice-Hall, Englewood Cliffs, N. J. 1958. Price $4.95. 
The reviewer feels that all the dangers included in a psychiatrist’s making 
concessions to a popular publisher can be demonstrated in this book. Al- 
though discussion of the unconscious is included, the impression the book 
conveys to the naive reader (to whom it is directed) is that self-under- 
standing and self-improvement are identical. 


Progress in Neurology and Psychiatry. E. A. SpirceL, M.D. editor. 
Volume XIIT, 1958, and Volume XIV, 1959. 594 and 636 pages re- 


spectively. Cloth. Grune & Stratton. New York. 1958 and 1959. Price 
$12.00 each. 


Any psychiatrist, neurologist or research worker in the fields of neurol- 
ogy and psychiatry would be delinquent if he neglected these volumes. 
They contain reviews of literature which could hardly be obtained else- 
where unless an extremely extensive file was kept. 
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The two volumes contain more than 4,000 references and briefly describe 
the literature on their subjects during 1958 and 1959. They are divided 
into sections relating to neurology, neurosurgery, psychiatry and the basic 
sciences. 

A reader can go through a section as he would read an article in a pro- 
fessional magazine, and can then pick out what he wishes to learn more 
about through the extensive bibliographies which follow each chapter. Each 
volume in this series might well be called a postgraduate course, as well 
as an extremely valuable source of reference in the subjects covered. 


Biological Psychiatry. Ju_es H. Masserman, M.D., editor. XVI and 
338 pages with indices. Cloth. Grune & Stratton. New York. 1959. 
Price $9.75. 

Masserman brings the 1958 scientific sessions of the Society of Biological 
Psychiatry to the printed page under the title of Biological Psychiatry. 

Twenty-five reports are grouped in five parts of which four are: “Neuro- 
anatomy and Neurophysiology,” “Clinical Research,” “Psychopharma- 
eologie Research,” and “Drugs in Psychiatrie Therapy.” This last would be 
a better title for the book than the one chosen, since, in the first four 
sections, only four papers deal with other subjects. 

In Part V, Paul Hoch discusses the problem of whether psychotherapy 
should be applied alone or in conjunction with other treatment procedures, 
suggesting that a comprehensive approach to mental disorders will be made 
possible by a combination of psychotherapy and psychopharmacologic treat- 
ment. 

This symposium is remarkable; many valuable and painstaking studies 
have been presented. However, the reviewer agrees with the criticism that 
the approach here is again particularistic. In this sense, a contribution 
ean be judged to be both informative and misleading, reducing the com- 
plexity of a basic problem by singling out one approach—chemieal, neuro- 
physiologic or behavioral—and providing for the reader “the seductive 
appeal of the unified, the all encompassing theory.” 


Research in Psychiatry with Special Reference to Drug Therapy. 
Psychiatrie Research Reports No. 9, American Psychiatrie Association. 
181 pages. Paper. American Psychiatrie Association. Washington, D.C. 
1958. Price $2.00. 

This is a report of papers presented at the regional research conference 
held under the joint auspices of the American Psychiatrie Association and 
the medical schools and affiliated hospitals of Philadelphia in November 
1956. The symposium dealt mainly with prochlorperazine, but also dis- 
cussed in general terms all of the so-called tranquilizers. 
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The papers vary in value. The final paper by Dr. Kalinowsky on the 
place of the various newer modalities is a well-written, well-thought-out 
exposition. Many of the others suffer from the usual problems of small 
numbers of eases, with lack of controls. A discussant of research difficulties 
cited a classic problem in research which is worth repeating: 

A worker set out to prove experimentally his belief that even cockroaches 
have religious convictions. Assuming that under conditions of extreme 
danger an individual would reveal his major belief, he took a glass tube 
one yard long and one inch in diameter. He put 100 roaches in the center; 
at one end he placed a card with a cross on it and at the other end a card 
with a crescent. He then lighted a burner under the center, made enough 
trials to be statistically valid and summarized these in impressive tables. 
He concluded that 48 per cent of the roaches were Mohammedans. They 
went to the crescent; 49 per cent were Christians who went to the cross; 
and 3 per cent were atheists who died where they stood. 


The Lost One. By Dana Lyon. 160 pages. Paper. Pyramid Books. New 
York. 1959. Price 35 cents. 

Recent newspaper reports of childless women “stealing” babies seem 
to have inspired this mediocre novel. Because of unclear reasons, the 
heroine constantly loses her own ineubator-baby children. She kidnaps a 
baby in the hospital; a long search follows. Finally, just before the de- 
nouement, she gets pregnant again, and conveniently dies of a spontaneous 
abortion. No psychological reasons are adduced for her actions and feel- 
ings; sometimes, the description gives the impression that she is psy- 
chotie. 


The Story of Psychoanalysis. By Lucy FREEMAN and Marvin SMALL. 
178 pages including index. Paper. Pocket Books. New York. 1960. 
Price 50 cents. 

The Story of Psychoanalysis is an outline for the general reader of the 
history, development and current practice of Freudian psychotherapy. 
The account is critical; the authors, for example, comment that the essen- 
tial point of agreement among the early dissenters from Freud was denial 
of the unconscious. The book has a short list of references for further 
reading, most of them by orthodox Freudian authors; and there is a short 
but useful index. The purpose of the work may be summarized in the 
declaration: “Psychoanalysis is a truth for which many men prepared 
the way over many centuries of terror and travail. These heroes high- 
lighted the whole of man, in that they could not have existed had not the 
time in which they lived nurtured them and been ready to receive what 
they offered. ...The twentieth century is a time when, perhaps, man is 
ready to accept the truth about himself.” 

This small book is to be recommended generally. 
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The Open and Closed Mind. By Miiton Roxeacn. 447 pages including 
index. Cloth. Basie Books. New York. 1960. Price $7.50. 

To the mind of this reviewer this is an exceedingly interesting book, 
and it may be a very important one. The author and more than 20 
collaborators have conducted extensive investigations into “dogmatism” and 
“rigidity” with respect to their influence on social relations, problem-solving, 
the ease of acquisition of new ideas, the gradation of ideas about religious 
out-groups, and other aspects of thought and human interrelations. 

The author explains that he is writing not only for professional readers 
but also for persons “who...are likely to have strong investments in the 
ideological, social, and personal issues which are here raised and investi- 
gated.”” The author’s research, among other things, covers the question of 
closed and open systems of belief, authoritarianism, intolerance and other 
factors of a similar nature as they affect intellectual performance and be- 
havior in general. One particularly interesting line of inquiry is based 
on the hypothesis that a person will not only have a belief system but 
will also have a “disbelief system.” This proposition was tested, among 
other ways, by contrasting the attitudes toward other sects of members 
of a number of Christian sects. The general inquiry also concerns the 
effect the possession of a dogmatic belief system or of rigidity of thought 
and habit has on the ability to learn new belief systems and to solve prob- 
lems in the laboratory in which new belief systems are concerned. Rokeach 
considers dogmatism and rigidity to be separate factors, dogmatism relat- 
ing to system of belief and rigidity to the elements within a system. His 
criteria for recognizing rigidity appear to be close to those of psychiatry 
in identifying obsessive-compulsive or ananeastie characteristics. The rigid 
and dogmatic personalities repeatedly appeared in the tests to have differ- 
ences in abilities to analyze and synthesize the elements of a problem. 

The Rokeach investigations appear to have raised as many new and im- 
portant problems as those for which tentative answers will be found in 
the inquiry. For instance, “with the tests and samples we have employed, 


intelligence is negligibly related to open-mindedness, to conceptual and per- 


ceptual analysis and synthesis, and to the ability to enjoy new musical 
systems. It seems to us that we are dealing here with intelligence, although 
not with the kind of intelligence measured by current intelligence tests. 
Apparently, intelligence tests do not tap the kinds of cognitive function- 
ing we have been describing in this work.” 

Material of practical use has already been developed in this work. There 
are tentative indications, for instance, of applications to the segregation 
problem, to questions of religious bigotry and to public relations in general, 
as well, perhaps, as to international relations. The reviewer would note, and 
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the author realizes, that there are dynamic factors underlying the atti- 
tudes studied which are not considered extensively in this book. They are 
certainly among the indicated lines for future research. 


Oedipus and Akhnaton. By IMMANUEL VELIKovsky. 208 pages. Cloth. 
Doubleday. New York. 1960. Price $4.95. 

This is another peculiar book by a psychiatrist who seems to enjoy re- 
writing ancient history and whose previous contributions to the subject 
include Worlds in Collision and Earth in Upheaval. Dr. Velikovsky sug- 
gests that the Oedipus legend of Thebes had a foundation in fact in Egyp- 
tian history and that the original of Oedipus was the famed religious re- 
former, Akhnaton. The author produces much material to indicate that 
Akhnaton actually married his mother and came to a sad end, possibly 
in consequence. The author has done painstaking research into Egyptian 
history and archeology. The reviewer thinks, however, that others in that 
field may find the uses to which he has put sound material and the infer- 
ences he has drawn therefrom to be extraordinary. It seems rather more 
than doubtful if these theories will have any degree of professional ac- 
ceptance. Dr. Velikovsky’s lively writing and unconventional speculation 
in addition to the subject itself, are likely, however, to make his book of 
interest to a good many psychoanalysts. 


A Shot in the Dark. By Davin Garnett. 216 pages. Cloth. Little, Brown. 
Boston. 1958. Price $3.50. 

A well-known British author with 18 books to his credit (among those, 
Lady Into Fox) publishes a book that would have better remained in the 
drawer for unpublishable manuscripts. The hero of the novel starts, twice 
in succession, affairs with two Lesbians. They mistreat him, but are des- 
cribed as very passionate—obviously an impossibility. 


Speech and Brain-Mechanisms. By WILDER PENFIELD and LAMAR Ros- 
ERTS. xiii and 286 pages including index. Cloth. Princeton University 
Press. Princeton. 1959. Price $6.00. 

The general parts of this book were written by Professor Penfield, the 
specifie by Dr. Roberts. Because of the unsatisfactory state of our knowl- 
edge of the causes of speech disturbances, the title is bound to be greeted 
with enthusiasm, but the book may not be what the purchaser expects. Pen- 
field’s portions are specifically directed toward the nonprofessional reader 
and attempt to present in simple terms, not only the customary elementary 
material on neuronal organization, but also certain personal theories of 


the author, such as that of the “centrencephalic system,” which the pre- 


fessional reader may consider an unnecessary development. A terminal 
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chapter deals with reflections upon the learning of foreign languages by 
children. 

It is difficult for the expert, who has learned to avoid operational traps 
by what amounts to a subconscious process, to present technical material 
in language which the layman can employ without caveat. Penfield’s 
material is not free of potentially misleading statements. He flatly says, 
for example, that “the stream of neuronal impulses that produces volun- 
tary activities does not originate in the cortex.” What he means, no doubt, 
is that what is commonly ealled voluntary activity may occur in the 
absenee of those portions of the cortex from which the major portions of 
the corticospinal system arise. The reader who imagines that Penfield 
is soberly stating that the cortex is not involved in what is ordinarily 
spoken of as voluntary activity would be led into error. Bold statements 
may be necessary for purposes of simplification (though this is question- 
able), but should not be left to stand by themselves. They should be de- 
veloped and qualified more fully. Instead of this the reader, in the instance 
cited, is treated to some misty speculations of a rather general type, which 
are bound to submerge his critical faculties. 

The sections of the book written by Dr. Roberts are those which are not 
only of the greatest utility to the professional reader but which are also 
safer for the nonmedical public. The psychologist, for example, will find 
Roberts’ analysis of the literature, valuable, and it can be recommended as 
reliable. Roberts’ chapters on “The Evidence from Cortical Mapping” and 
“The Evidence from Cortical Excision” comprise a significant effort to 
arrive at specific conclusions about issues of first importance. If one does 
not emerge with a clear understanding of speech functions, it is the fault 
of the material available rather than of Dr. Roberts; but it is clear that 
major revisions must be made in the traditional handling of the subject 
of speech mechanisms. The difficulty one is left with is that the nature 
of the necessary revisions is not quite clear. One may, for example, be 
puzzled by the reason for thé equivocation in Roberts’ statement that 
Broca’s area “is dispensable in some patients, at least,” but there is cer- 
tainly no doubt; for him, the really important speech area is composed 
of the angular and supermarginal regions. 


Psychoanalysis of Today. By S. Nacut. 228 pages. Cloth. Grune & 
Stratton. New York. 1959. Price $5.75. 


Psychoanalysis of Today is an American adaptation covering about half 
of the original material of the first two volumes of L’Actualité Psychana- 
lytique. Edited by S. Nacht, the original work is an important textbook 
for French practitioners. American analysts will find, in the translation, 
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less a book for personal learning or for teaching than one which reflects 
accurately the position of psychoanalytic practice in France today. Ernest 
Jones remarks, in his introduction, that psychoanalysis in France has en- 
countered more difficulties than in many other countries and that these 
were complicated by the events of World War II. He sees the present 
collection of material as evidence “that, at last, ...the organization of 
psychoanalytic work has now reached a high degree of stability.” 

The principal use of this book to the American practitioner will be for 
the compact information that it gives of the state of analytic practice and 
theory in a most important European area. There are also discussions 
which are of value for clarity and suceinctness of such problems as the 
psychoanalysis of children, where the practice and theory of Melanie Klein 
and Anna Freud are contrasted; and of the psychoanalysis of psychoses, 
which starts with Federn and follows with a review largely devoted to 
American practice. There is an excellent short discussion of the relations 
between psychoanalysis and general medicine. 


Level 7. By Morpecai Rosuwa.p. 186 pages. Cloth. McGraw-Hill. New 
York. 1960. Price $3.75. 


Level 7 is a fictional study of an attempt at survival after nuclear war. 
It has received high praise from people who do not like nuclear war, and 
it does contain some exceedingly interesting ideas. This sado-masochistic 
excursion into science fiction, however, is no 1984. Some of the plot is 
implausible and most of the psychology is ineredible. An idea of this 
stature may call for a George Orwell to develop it. 


Clean and Decent. By LawkeNcE Wricut. 282 pages including index. 
Cloth. Viking. New York. 1960. Price $4.95. 


Clean and Decent is a popular but scientifically sound history of the bath- 
room which covers, with illustrations, both the function of bathing and 
the functions of elimination. It belongs on the shelf beside Reginald Rey- 
nold’s Cleanliness and Godliness, which was devoted chiefly to the water 
closet and its predecessors. The author is an English architect and artist 
who has done an enormous amount of research into the business of washing 
and eliminating from the very earliest times. As a chapter subheading 
indicates, social history is reflected in the bathwater. It should be added 
that psychological history often is, also. This book is of general interest 
to anybody who is at all concerned with the social history and develop- 
ment of mankind. The psychiatrist will find much data here bearing on 
customs and compulsions relating to cleanliness from ancient Egypt to 
the present day. 





174 BOOK REVIEWS 


Hegel. Wanpa OryNskKI, editor. 361 pages. Cloth. Philosophical library. 
New York. 1960. Price $4.75. 

This is a compilation of abstracts and extracts covering the philosophy 
of a man whose name, except to specialists, is better known than his actual 
ideas. Hegel was very important in the history of philosophy. The estimate 
of the editor that he was “the one who first made it possible for man to 
see all that there is in himself and in his world and to formulate such 
knowledge scientifically,” will not meet general agreement but it is some 
index to his greatness. Hegel is frequently held to have been at least partly 
responsible for the development of Marxism and for the development of 
German “statism.” He was not, in fact, responsible for either, and the 
present book should be a useful guide to what he really did think. 


The Central Nervous System and Behavior. By Mary A. B. BrRaAzirER, 
Ph.D. 450 pages, with a pictorial survey and index. Cloth. Josiah 
Macy, Jr. Foundation. New York. 1958. Price $5.25. 

Electrophysiological methods are the techniques that have most fre- 
quently been used by Russian workers, especially by Pavlov and his 
followers. During the first conference on the central nervous system and 
behavior, sponsored by the Josiah Macy, Jr. Foundation and The National 

Seience Foundation, the participants reviewed the history of Russian 

contributors to the field Pavlov, Bechterew and others. This is Part I 

of the volume under review. In Part II, the contributions are devoted to 

post-Pavlovian studies in conditioned reflexes and to the advances in theory 
and understanding reported by this conference’s participants. 


The Sanity Inspectors. By FRizpricn Deicu. 275 pages. Cloth. Rinehart. 
New York. 1957. Price $3.75. 

This is a friendly and philosophical debate between a Protestant minis- 
ter and a psychiatrist. Who are the “insane?” Who is normal? Which of the 
two of them is saving man’s sanity? The background of Nazi Germany 
provides unlimited examples of madness passing as sanity. The result is 
very interesting. 


Discussions on Child Development. By J. M. TANNER and BaRBEL IN- 
HELDER. Vol. I, 240 pages and Vol. II, 271 pages. Cloth. International 
Universities Press. New York. 1957. Price $10.00 (2 volumes). 

Discussions on Child Development, is based on the meetings of the World 

Health Organization Study Group on the Psychological Development of the 

Child, held in Geneva (1950) and London (1954). Members of the group 

represented the varied disciplines of psychoanalysis, general psychiatry, 

psychology, ethology, cultural anthropology, human biology, and electro- 
physiology. 
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The discussions in both volumes deal specifically at times, but too fre- 
quently tangentially, with the biological, psychological, and cultural ap- 
proaches to the understanding of human development and behavior. The 
text is an edited form of the informal discussions by the group members 
based on transcripts, and is, therefore, of wide range in scope and emphasis. 

The two volumes deal with learning theory, behavioral development in 
children, children’s dreams, genetic evolution, frustration in children, hal- 
lucinations, neuroses, factors in stress, the effect of cultural differences, 
egocentrism, the role of emotion, growth curves, affective and intellectual 
factors in tests, and other related matters. Discussions on Child Develop- 
ment is recommended for all who live with, work for, and have interest 
in, the broad areas of the child’s life. 


Teen-Agers Guide for Living. By Jupson and Mary Lanois. 214 pages. 
Cloth. Prentice-Hall. Englewood Cliffs, N. J. 1957. Price $3.95. 

A well-meaning, though frequently naive, exposition is addressed to 
teen-agers. The text contains details about externals, practically nothing 
about internal phenomena. This is especially in evidence when psycho- 
logical problems are avoided or treated superficially; the discussions of 
anger and fear are unsophisticated, to use an understatement. 


Neuropharmacology. Transactions of the Third Josiah Macy, Jr. Found- 


ation Conference. May 21, 22, 23, 1956. Princeton, N. J. H. A. ABRAM- 
son, M.D., editor. 381 pages with 133 figures, XX tables, and index. 
Cloth. Madison Printing Co. Madison, N. J. 1957. Price $4.50. 

The report of the third neuropharmacological conference transactions 
meets the high standards of the previous Macy Foundation publications. 

The present volume continues the reports of basic neuropharmacological 
research. Although papers are presented on such drugs as LSD-25, alcohol, 
serotonin, and other psychotomimetie drugs acting in the central nervous 
system, other papers relate to stress, aleohol cravings, the EEG, and the 
measurement of subjective responses. 

The conference was composed of 24 participants all of whom actively 
took part in group “interchange-questioning,” reporting experiences to con- 
firm or invalidate some previous conclusions, correlating new research with 
old or with other new fields, and bringing forth more evidence for or 
against many controversial problems. Comments and “crossexaminations” 
brought the new facts into focus. 

The reader gets the feeling of partaking in the discussions, since so 
many questions are asked and discussed, some of them broadening the 
discussions beyond the primary subject matter of the speakers. 

This volume is recommended for those in research, and for those seeking 
up-to-date answers to some neuropharmalogical questions. 
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Physical Methods in Physiology. By W. T. Carron, M.Se. xii and 375 
pages including preface, 11 plates, 156 figures, list of symbols, exten- 
sive references and index. Cloth. Philosophical Library. New York. 
1957. Price $10.00. 

This book is a remarkably successful attempt to make available a wide 
variety of physical experimental techniques in the form of clear descrip- 
tions, illustrated by graphs, figures and tables, so that the medical and 
biological scientist can readily utilize them. The need for restraint in the 
size of such a reference and handbook made a selective choice of the ma- 
terial necessary. Though some may feel this was done rather subjectively, 
the reviewer feels that the author must have had outstanding advisers for 
his choice of techniques. The physical techniques for research in the field 
of hemodynamies, of the circulation and respiration, of muscle and nerve- 
physiology are well selected, up to date and satisfactorily supplemented 
by original international references. The author has filled a much felt 
gap in the hand library of the researcher, a most desirable piece of inter- 
science communication. 


Studies in American Culture. Joserpn J. Kwiat and Mary C. Turpie, 
editors. 233 pages including index. Cloth. University of Minnesota 
Press. Minneapolis. 1960. Price $4.75. 

This collection of 15 readable and scholarly essays has been compiled in 
honor of the late Professor Tremaine McDowell of the University of Minne- 
sota. The authors endeavor to explore past and present forces and their 
directions in the shaping of American culture. There are very informative 
and thought-provoking contributions on such subjects as the meaning of 
Lindbergh’s famous flight, the Oneida Community, the vernacular tradition 
in literature, Dreiser and Veblen and the literature of cultural change, and 
the “theonomous analysis” of American culture. 

This is a very useful book for any social scientist; and the essays as a 
whole are both well-conceived and very smooth reading. The reviewer 
regrets that only one contribution, that of Reuel Denney, deals with the 
psychological substructure, and that very superficially. 


Tales of Ancient India. J. A. B. Van BurTENEN, translator. 260 pages. 
Cloth. University of Chicago Press. Chicago. 1959. Price $4.50. 

Readers who are interested in folk tales as reflections of man’s imaginings 
and strivings throughout the ages will be interested in this volume. Its 
translator has selected stories that are colorful, dramatic and revealing of 
the long-vanished brilliant Sanskrit civilization of northern India a mil- 
lenium and a half ago. Some of the tales will be familiar to readers who 
have met them in later guise, as in the Thousand and One Nights. They 
are beautifully translated and deserve a place in the library of any folk- 
lorist. 
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Instinct in Man. By RonaLp FLetTcHer. 348 pages including index. 
Cloth. International Universities Press. New York. 1957. Price $7.50. 
The author has chosen a bold, if not challenging, title for this book. 
Instinet in man has been minimized, if not forgotten, in many psychiatric 
cireles, although it would seem to be as unwise to overemphasize the environ- 
ment as it is to overemphasize the instincts. Of the book’s three parts, part 
one is concerned with the earlier views on instinct and a criticism of them. 
Part two deals with comparative ethology and instincts in psychoanalysis; 
it is a good review of Freud’s thinking on instincts and a critical appraisal 
of it. Part three discusses contemporary theory. The book is recommended 
as a good introduction to the theory of the instincts and their possible 
role in the behavior of man. 


Alone At Sea. By Hannes LINDEMANN. 180 pages. Cloth. Random 
House. New York. 1958. Price $3.50. 


Different techniques are available to adherents of the masochistic “danger 
game.” The author of Alone at Sea, a German physician, crossed the Atlantic 
alone twice, once in a dugout canoe and onee in a folding boat. The book rep- 
resents an account of the perilous 200 days of these crossings, a “hazardous 
ordeal,” the author says. No logical reason is adduced for his undertakings, 
though a few rationalizations are advanced. At one point a half-sentence 
gives a clue: “Nature could restrain herself no longer; to the west the sea 
bared sinister white teeth.” A redeeming fact in the narrative is the admis- 
sion of fear, and the account of the author’s primitive forms of self-therapy. 


May This House Be Safe From Tigers. By ALEXANDER KiNG. 374 
pages. Cloth. Simon and Schuster. New York. 1960. Price $4.50. 

May This House Be Safe From Tigers is a disorganized, self-centered, 
exhibitionistic book relating to the life and times of Alexander King, who 
is an artist, a writer, a television personality, and a former opium addict. 
It is also, however, sardonic, sprightly and entertaining, possibly in a supe- 
rior sort of way. It is illustrated with a series of drawings which appear 
to owe more than a little to Goya, including an extraordinary sketch of 
a “eured psychiatric patient.” King also reports some incidents of psy- 
chiatric interest in connection with his treatment for drug addiction at 
Lexington. There is an inferential commentary here on certain types of 
occupational therapy and the intelligent patient. 

This book’s title has nothing to do with its content. Its content is a 
collection of loosely linked, vividly reported anecdotes, which supplement 
the author’s autobiography of some time ago, Mine Enemy Grows Older. 
The whole is not a significant autobiography but it does contain material 
that is interesting and entertaining. 
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Educational Psychology and Children. By K. Love... 271 pages with 
a list of selected books and indices. Cloth. Philosophical Library. New 
York. 1959. Price $6.00. 

This book gives a balanced presentation of recent and classical con- 
tributions to educational psychology. The selections are chosen for their 
relevance to child development and to classroom learning. It covers a 
wide range, and satisfies the need for an up-to-date text in this field. 


The Tender Shoot. By Coerre. 404 pages. Cloth. Farrar, Straus & 
Cudahy. New York. 1959. Price $4.95. 
This is a book of 11 short stories by the French institution called Colette. 
The best is “The Kepi,” depicting a love affair of a middle-aged woman. 
Many details are elaborated with psychological skill. 


Human Heredity. By AsHLEY Montacu. 397 pages including index. 
Cloth. World. Cleveland. 1959. Price $5.00. 

Montagu’s work is an introduction to human genetics, written, not by 
a geneticist, but by a scientist in the allied field of anthropology. It is 
intended to inform the general reader of the generally accepted facts of 
genetics in the mid-twentieth century. It is admirably adapted for read- 
ing on the college level; the professional will find material in it of “re- 
fresher” interest; and it could well be made use of for teaching or general 
reference. There is a good index for the latter purpose. 


Pornography and the Law. By EserHARD and PHYLLIS KRONHAUSEN. 


317 pages ineluding index. Cloth. Ballantine. New York. 1959. Price 
$5.00. 


The hardeover edition of Pornography and the Law is a very inter- 
esting reversal of a common publishing practice. It is usual for a book 
to appear in hard covers and then be reprinted for wider distribution as 
a paperback. Pornography and the Law first appeared as a paperback. It 
now appears in format for library and reference use, for it is a seriously- 
intended work by two psychologists who are in practice as lay psycho- 
analysts. 


The work is a serious discussion of the difference between erotic realism 
and “hard-core pornography” and of their status under the law. However 
violently one might disagree with the authors’ conclusions, their reasoning 
is of great interest and should command the attention of everyone con- 
cerned with the problem of reading material for adults as well as for 
adolescents. The book is well worth library shelf-room for the argument 
it presents, as well as for reference. 
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Christ and the Homosexual. By Rosert W. Woop. 221 pages. Cloth. 
Vantage. New York. 1960. Price $3.95. 


Christ and the Homosexual is a plea for acceptance (in fact for weleome) 
by the churches of overt homosexual communicants. The author, a Protes- 
tant clergyman and pastor of a suburban church in the New York metro- 
politan area, writes with a great deal of affect. He does not feel that the 
homosexual is a sick man, and he does feel that the church which excludes 
homosexuals is frequently losing the membership and active participation 
of an intelligent and sensitive group, whom, on the whole, the author 
appears to admire. He remarks that the churches already have “thousands 
of homosexual clergy of all faiths.” He adds “... at least one ‘giant’ in a 
previous generation of American preachers was a homosexual, and at least 
five of our foremost Church personalities today are homosexuals. From 
history we could list saints, hymn writers, painters, architects.” He further- 
more contends that homosexuality has a moral basis under certain con- 
ditions: that it is “a God-created way of protecting the human race on this 
planet from the suicide of overpopulation”; that homosexual love “can 
truly be sacramental”; and that homosexuality “provides an outlet for the 
expression of the human personality for those who cannot express them- 
selves fully within heterosexuality.” 

In addition to his apparent belief that the homosexual is not sick, Mr. 
Wood apparently does not embrace a single modern psychiatric tenet. His 
authorities include Kinsey, Henry (for statisties) and “Donald Webster 
Cory.” His bibliography lists psychoanalytic writers, but his text makes 
no use of dynamic concepts, not even mentioning them. He frequently 
cites Albert Ellis, who contributes the book’s introduction; but Ellis takes 
issue, in that same introduction, with Wood’s idea that homosexuality is 
not an illness. 

With all sympathy for the plight of the sick homosexual, the reviewer 
thinks this rather pitiful book will serve the dangerous purpose of self- 
justification for many homosexuals and that its proposals could be dis- 
ruptive and destructive in religious and social life. For an example of the 
possibilities, the author argues fervently that the church should be allowed 
to solemnize as marriages unions between couples of the same sex. 


Remedial Reading. By Maurice D. Wooir and JEANNE A. Woo .r. 424 
pages. Cloth. MeGraw-Hill. New York. 1957. Price $5.75. 


The authors discuss the more common causes of reading difficulties, the 
application of psychological concepts to them, and the various methods of 
treatment. 

On an educational level, this is an excellent book. The psychology tends 
to be stereotyped with the ready application of the stereotypes to all the 
problems. 
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The Hypnoanalysis of an Anxiety Hysteria. By Frepericka F. Frry- 
Tac, M.D. 438 pages including foreword, preface and references. Cloth. 
The Julian Press. New York. 1959. Price $6.50. 

The presentation of individual ease histories is a difficult task at best. 
However, Dr. Freytag displays a remarkable ability to set forth a most posi- 
tive and interesting account of psychiatry supported with hypnosis. Basic- 
ally, her book stresses the results and interpretation of material gathered 
during a single course of treatment. She briefly justifies her use of hypnosis 
and generalizes on her various technics. Although written in the form of a 
ease history, the book reads like a novel. It ean be described as a physician’s 
absorbing, personal and deeply moving journal of a patient’s recovery. The 
author’s style, though somewhat repetitious in clinical dialogue, is free-flow- 
ing and well defined. 

The ease history details all the elements of depression, hate, fear, and 
crippling phobias that the patient exposes under hypnosis. It presents a 
picture of a young physician, who, degraded by drug addiction and prison, 
eventually begins a course of psychiatric care. Analysis is hastened and 
made less painful for him through the use of hypnotherapy. 

Dr. Freytag’s utilization of hypnoanalysis is dramatically illustrated in 
the speech of recovery and excellent carry-over demonstrated by the pa- 
tient. The author defends her use of hypnosis with the sincerity and depth 
of a true advocate. The Hypnoanalysis of an Anxiety Hysteria is a book 
that is well worth the reading time of the physician, psychologist, or lay 
person. 


The Lore and Language of Schoolchildren. By Iona and PETER OPir. 
417 pages including index. Cloth. Oxford. New York. 1959. Price $8.00. 

The authors of this work quote with approval a writer of Queen Anne’s 
day to the effect that nowhere is tradition better preserved, pure and uncor- 
rupt, than among schoolboys. The present study is based “on the contribu- 
tions of some 5,000 children attending seventy schools” in Great Britain and 
one in Ireland. There is also material for comparative purposes from the 
United States and the British commonwealth nations. The rhymes, tradi- 
tions and folklore compiled here may represent a cultural heritage deriving 
from World War II and Hollywood, or the Middle Ages, or the dim mists 
of prehistory. 

No reader of this book ean fail to recognize, in childish chant or in 
games, traces of long-forgotten religious and magical practices. The work 
is a valuable contribution to the study of folklore, and children’s irra- 
tional beliefs have, of course, long been recognized as clues to the form and 
content of some adult irrationalities. 
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Commandant of Auschwitz. By Rupotr Hoess. 285 pages including 
index. Cloth. World. Cleveland. 1959. Price $4.50. 

This calm and almost impersonal record of cold-blooded wholesale murder 
is still almost unbelievable. This is the story of an unremarkable middle- 
class German who supervised unemotionally the murder of at least two 
million people. Hoess wrote in prison and with self-knowledge of his im- 
pending execution. He wrote: “I have led a full and varied life. I have 
followed my star wherever it led me. Life has given me some hard and 
rough knocks, but I have always managed to get along. I have never given 
in.” He notes the many cases in which “fate” intervened to save his life, 
“so that at last I might be put to death in this shameful manner.” 

At a time when the menace to the world seems to be from an entirely 
different direction, this participant’s account of totalitarian atrocities de- 
serves both general and professional reading. 


Trifluoperazine. Further Clinical and Laboratory Studies. Introduction 
by Joun H. Mover, M.D. 191 pages including index. Cloth. Lea & 
Febiger. Philadelphia. 1959. Price $3.50. 

This volume contains 21 original reports by various workers with trifluo- 
perazine (stelazine). It supplements a volume of clinical and laboratory 
studies published in 1958. The new reports cover office practice and out- 
patient treatment as well as pharmacological and laboratory studies. Two 
papers are devoted to the management of behavior disorders in mentally 
defective children; and five cover the use of the drug as adjuvant therapy 
in psychosomatic conditions. This is a useful handbook, particularly for 
the psychiatrist in private practice, or on the psychiatrie ward of a general 
hospital. 


The Anatomy of Love. A. M. Kricu, editor. 317 pages and index. Paper. 
Dell. New York. 1960. Price 50 cents. 

This is the best compilation on modern beliefs and practices in the realm 
of sex and love which the reviewer has seen since V. F. Calverton’s Sex 
in Civilization a good many years ago. The Anatomy of Love contains 
newer material and covers a broader field than the Calverton collection. 
The articles range from anthropology to literature, to religion, and to psy- 
choanalysis. The reviewer is not in complete accord with the selections; he 
himself would have chosen differently from Freud, Briffault and Margaret 
Mead, among others. Nevertheless, the selections are fairly representative 
and are illuminating. 

More than a score of important writers are represented here. The book 
covers customs, psychodynamies and religious and philosophical aspects. 
The collection is readable; the editor’s little introductory articles are ade- 
quate; the specialist reader can find here a broad sweep of views to which 
to relate his own narrower interests. The book is to be recommended 
heartily. 
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Hypnosis and Related States. Psychoanalytic Studies in Regression. 
By Merton M. Git and Margaret BreNMAN. 405 pages including 
bibliography and index. Cloth. International Universities Press. New 
York. 1959. Price $7.50. 

This work is a careful, scholarly study, painstakingly documented and 
adequately illustrated with ease histories. Although intended as a pro- 
fessional handbook, its lucid and fluent style makes it not only compre- 
hensive, but interesting to the lay reader as well. The authors’ original 
intention was “to find out whether, and in what circumstances, hypnosis 
could be used as a device to shorten the duration of psychotherapy.” In 
the course of this pursuit, it became clear that too little is known about 
the psychological mechanics of hypnosis itself. As a result, the greater part 
of the book is dedicated to research and analysis. The study, covering a 
period of 10 years, is a model of scholarly thoroughness, not only in the 
elucidation of induction, progression and effects of hypnosis proper, but 
also in such provocative areas as somnambulism, fugue, brain-washing, and 
trance in Bali. The authors stress that the unique characteristic of true 
hypnosis is its dependence on a second person. They break this relation- 
ship down into transference and altered ego functioning, both being more 
or less induced by, and dependent upon, the hypnotist. Such observations 
appear valid, but they do require some rationalization to explain self- 
hypnosis. 

After the minutiae of these chapters, it is a little disappointing to find 
that the commendable objective caution of the authors has led them to 
rather meager and tentative conclusions. This reviewer thinks it possible 
that, if they had been less dedicated to the teachings of Freud and had 
acknowledged other schools of dynamic psychology, i.e., Jung, their deduc- 
tions might have been more functional and fundamental. The final chapter 
is devoted to the theraputie uses of hypnosis. There are some valuable in- 
sights into the helpfulness, as well as the dangers, of employing hypnotic 
techniques as clinical adjuncts. Here, too, the authors proceed with great 
caution and modesty, and conclusions are set forth only as well-documented 
hypotheses. 


The Disinherited Mind. By Ericu HELLER. 306 pages. Paper. Meridian 
Books. New York. 1959. Price $1.45. 


The Disinherited Mind is an American paperback reprinting of material 
first published in Great Britain, representing a collection of essays and a 
series of talks given over the BBC. The theme is the loss or the changing 
of human values in German literature as seen by a refugee scholar. Philoso- 
phy and psychological theory are involved, but the book’s principal interest 
is as literary criticism. 
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The Physiology and Pathology of the Cerebellum. By Rosert S 
Dow, M.D., and Guisseppe Morvzzi, M.D. 675 and VII pages, with 
bibliographical index of authors, and subject index. Cloth. University 
of Minnesota Press. Minneapolis. 1958. Price $12.50. 

The physiology, pathology, and symptomatology of the cerebellum are 
reviewed comprehensively here for the first time in a single volume. 

Part I, devoted to the physiology of the cerebellum, relates this, for the 
first time, to the development of electrical methods of recording activity in 
the nervous system. These have been known for more than 20 years but 
no attempt has been made previously to relate this information to the 
facts derived from older methods of investigation. 

Part II covers disorders and diseases affecting the cerebellum, with re- 
views of their symptomatology as studied in the clinic. Relations between 
the cerebellum and other central nervous system structures are the sub- 
jects of studies in both physiologic and pathologie aspects. Previously un- 
published reports relating to this field, and nearly 900 references are in- 
eluded. 

This large, comprehensive, richly informative textbook will be useful for 
both physicians and research workers. 


On the Trail of the Poltergeist. By Nanpvor Fopor. 222 pages. Cloth. 
Citadel. New York. 1958. Price $3.95. 

This is an account of what is probably the best known ease of modern 
poltergeist phenomena, with manifestations some of which the author con- 
siders palpably false and some genuine. The report is one compiled years 
ago when Fodor, now a lay psychoanalyst, was director of research for 
the International Institute for Psychical Research, and investigated the 
ease for the institute. He employed methods from psychoanalytic theory, 
a procedure condemned by the psychie researchers but approved in this 
specific instance by Freud. The psychopathology reported should interest 
any psychiatrist. 


The Haunted Mind. By Nanpor Fopor. 314 pages including index. 
Cloth. Helix Press. New York. 1959. Price $5.00. 


Looking backward after years of practice as a lay psychoanalyst, Fodor 
diseusses parapsychological material with which he was either familiar per- 
sonally or in which he had done research. Some of his assumptions as to 
evidence and credibility go beyond those of such workers as the investiga- 
tors at Duke University; and some psychoanalysts would certainly question 
some of his interpretations; but the reviewer thinks there should be general 
agreement with his conclusion that the material calls for study by the 
methods of dynamie depth psychology. The book appears to have been 
written for general reading, but its subject calls for professional attention. 
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Research Conference on Therapeutic Community. Herman C. B. 
Denser, M.D., editor. 256 pages. Cloth. Thomas. Springfield, Ill. 1960. 
Price $11.00. 

This book is a compilation of papers and their discussions at a confer- 
ence at Manhattan State Hospital. The papers vary in quality from medi- 
ocre to excellent. 

The book opens with a historical discussion of the therapeutic community 
by Henry Brill, an excellent presentation of the history of treatment in 
psychiatry, with a perspective of the therapeutic community as we know 
it today. 

Many of the other papers deal with the specific experiences of the writers; 
and most concern small wards or groups of wards, none of them dealing 
with a large open hospital. The relationship of the various physiological 
treatments to psychotherapy, and the effects of the therapeutic outlook are 
discussed by various authors, with changing emphasis. 

One paper reports an attempt at finding the important factor in the im- 
provement in a group of chronic schizophrenics. It was found that there 
was no relationship to various physiological treatments, and that the only 
factors which did seem to have some relationship were intensive psycho- 
therapy and the re-establishment of family contacts. This book is well 
worth the attention of anybody interested in modern hospital psychiatry. 


Freud and Dewey on the Nature of Man. By Morton Levirr. 180 
pages. Cloth. Philosophical Library. New York. 1960. Price $3.75. 

The author believes that there are more similarities than differences be- 
tween Dewey and Freud. He starts on the assumption that people born 
in the same era, even though in different areas, are influenced by common 
factors. John Dewey was born in New England in October 1859; Sigmund 
Freud in Moravia in May 1856. Both had the rigid school upbringing of 
that time, both were influenced in early collegiate studies by Darwin and 
Huxley. Dewey, however, was more interested in philosophy and was in- 
fluenced by Torrey and Comte, whereas Freud was influenced more by 
Brucke and John Stewart Mill. Dewey came to his psychological concepts 
through philosophy, Freud through science. 

The author attempts to prove that Dewey’s psychology is dynamic and 
that he uses many of the same concepts as Freud, although he does not 
use the same language. However, a rereading of the chapter on Dewey’s 
psychology impresses the reviewer with the philosophical rather than the 
scientific approach. The chapter on Freud’s psychology is oversimplified 
but well written for the beginning student. 

The book is an interesting experience in contrasts rather than in simi- 
larities. It will be of more interest to those in the fields of education and 
psyehology than in that of psychiatry. 
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Grosse Nervenarzte. ((reat Physicians of the Nerves and of the Mind.) 
Kurt Ko..&, editor. 251 pages, including 24 pictures, bibliography, a 
contribution, “history of the teachings and research institutes for psy- 
chiatry and neurology in Europe outside German-speaking countries” 
by Erwin A. Ackerknecht, and an index of names. Cloth. Thieme. 
Stuttgart. 1959. Price $7.00. 

The second volume of this great, very worthwhile undertaking—to present 

a history of neurology and psychiatry by biographie sketches of their out- 
standing representatives—is now presented by Prof. Kolle. Again the editor 
had the co-operation of a distinguished group of authors, highly qualified 
by their immediate knowledge of their subjects. Men like Ackerknecht and 
Critchley, Diethelm, Jefferson, and Kleist, Mauz and Christian Miiller, 
Pilleri, Schulte and Spatz, Stransky and Osear Vogt, (the last one himself 
and his wife Cecile Mugnier, subjects of an excellent biographie study by 
Hassler) and others have contributed to this outstanding standard work. 
The biographies include Golgi and Nissl, Alzheimer and Brodmann, Helm- 
holtz and Quincke, Wernicke and Adolf Meyer, Pierre Marie and von 
Economo, Dandy and Vincent, Paul Dubois and Hermann Simon, whose 
lives and works are brought close to us again in sometimes brilliantly liter- 
ary and sometimes scientifically analyzed presentation. Kolle has contributed 
greatly to the book by collection of subjects and by organization of the 
material, guiding the reader from basie research workers to innovators, to 
clinicians, and eventually to therapists. Not only neuropsychiatrists can 
enjoy this, as they did the previous volume, but any reader of German 
who is interested in history and in man’s nnending struggle for knowledge, 
wisdom and progress will also enjoy it. 


Psychology: A Study of a Science. Study I. Siamunp Kocn, editor. 
710 pages. Cloth. MeGraw-Hill. New York. 1959. Price $9.75. 

This is the first of what is to be a series of seven volumes devoted to an 
attempt to illustrate the progress, the empirical and factual development, 
and the major problems of psychological science in the mid-twentieth cen- 
tury. It is the most ambitious, and possibly the most significant summary 
statement yet attempted in psychology. The first volume appears after 
several years of organizing the topics to be presented during the course of 
the complete series. This initial volume and the two to follow it, represent 
what is called Study I, and concern what might be called the basic core 
of general psychology. The focus of attention in the first is best provided 
by the subtitle: Sensory, perceptual and physiological formulations. 

The topies chosen for this volume reflect several criteria, of which repre- 
sentativeness is but one. Equally important to the planners, was the desire 
to present topics which have shown rich and profitable empirical and theo- 
retical developments, and thus best exemplify the development of psycho- 
logical science. In addition, attempts have been made to obtain the exposi- 





186 BOOK REVIEWS 


tions of important theoretical positions by the persons most closely ident- 
ified with their first formulations. 

Diseussion of sensory and perceptual processes, especially in the areas of 
vision and audition, constitute the bulk of this first book. The average 
psychologist will undoubtedly be surprised at the level of sophistication and 
completion now possible in these areas, especially as presented by Licklider, 
Graham, Pirenne and Marriott, Ogle, and Blank. More comprehensive per- 
ceptual theory is provided by Prentices’s discussion of Kohler, by Gibson’s 
exposition of his own well-known theory, by Brunswik’s probalilistie fune- 
tionalism as presented by Postman and Tolman, and finally by Helson’s 
adaptation level theory and Hebb’s neuropsychological views. A brief con- 
eluding chapter on the physiology of drives—somewhat misplaced, it would 
appear—has been written by Morgan. 

A lengthy introduction, outlining the scope, objectives, and history of the 
entire series, is given by Dr. Koch, the principal editor. Involving, as the 
work does, the labors of some 80 contributors, numbers of consultants, and 
sponsorship in part by the American Psychological Association, this and 
the succeeding volumes cannot fail to have an important impact upon 
American psychology. Any professional worker desiring to keep abreast 
of developments in psychology will surely want to add this work to his 
library. 


A Dictionary of Existentialism. Raten B. Winn, editor. 122 pages. 
Cloth. Philosophical Library. New York. 1960. Price $3.75. 

Existentialism has a vocabulary of its own in which many common words 
are used with esoteric meanings. This does not give psychiatry, of all 
disciplines, any right to sneer, but it does add to the difficulties of psy- 
chiatrists studying therapeutic techniques based on Existentialism or even 
trying to establish a simple acquaintance with Existential theory. 

The problem is complicated further by the fact that each Existentialist 
appears to give a personal coloring to the terms used in common by the 
group. The editor of this small book has eompiled definitions which take 
this into account by quoting Kierkegaard, Jaspers, Marcel, Heiddeger, 
Sartre and de Beauvoir. The terms in nearly all eases are defined in Eng- 
lish translation. This book promises to be of very considerable practical 
use as a ready reference desk volume. 


My Fellow Devils. By L. P. Harrtiey. 413 pages. Cloth. British Book 
Centre. New York. 1959. 

This novel is a smoothly written narrative by one of England’s most 
highly acclaimed modern writers. The small, suburban English community, 
and the London scene too, are beautifully and skillfully described; but the 
author has selected a melodramatic situation and protagonists whose motives 
and reactions do not quite ring true. 
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The Catholic Concept of Love and Marriage. Rap L. Woops, editor. 
275 pages. Cloth. Lippincott. Philadelphia. 1958. Price $3.95. 

This Roman Catholic anthology takes up a multitude of difficulties con- 
fronting modern marriage, with selections from both early and modern 
writers. 

The first of the book’s four sections, “Love and Marriage,” begins with 
the thesis that LOVE originated with God the Creator, and is implanted 
from the Divine into human beings. Other selections examine the nature 
of this love as “the one foree in the world most capable of uniting two 
persons.” Marriage is a sacrament, whereby man and wife are united in 
God, a union dissolved only by death. 

Section two, “Husband and Wife,” points out the place of each in mar- 
riage. The bride and bridegroom are addressed by the priest, who instructs 
them in the union between man and woman. The husband is considered 
head of the wife, and she is subject to him; nevertheless, there is giving 
and receiving, as in the Union of Christ and the Church. The sex act is 
pure, and under ordinary circumstances neither husband nor wife has the 
right to refuse the other. 

Section three, “Parents and Children,” includes love, training, develop- 
ment, and the place of both father and mother in the relationship. The Di- 
vine Plan is being fulfilled in procreation. Several papal pronouncements 
are given regarding training and education. The child belongs to this 
world, but he must learn that, “he is created by God and is destined for 
life with God in Eternity.” 

The final section, “The Family,” begins with papal statements regard- 
ing natural rights, significance, function, mission and equality. The family 
is considered the foundation of society, and the ideal home is described, 
the home of the boy Jesus of Nazareth. The Catholie position is to name 
Mary, the mother of Christ, as the perfect mother, the homemakers’ ideal. 
The role of mother is widened far beyond household chores. In this section, 
economic principles are also discussed. Final, and emphasized as very 
important, is the discussion of the practice of family prayer in the home. 


’ 


The Explainers. By Ju.es Frirrer. Unpaged. Paper. McGraw-Hill. New 
York. 1960. Price $1.50. 

Jules Feiffer, who has previously produced some rather wonderful ear- 
toons on various psychiatric subjects, devotes the present little book to 
one of man’s favorite social pastimes, producing alibis for, or rationalizing, 
emotional or irrational behavior. The subjects range from the woman who 
found a young boy “amusing,” and, “now he thinks I’m a tramp,” to some 
extraordinary lampoons of President Eisenhower’s press conferences. 
Feiffer’s book is a good sardonic, if masochistic, surface view of the human 
race, and it is to be recommended as generally amusing. 
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Individual Behavior. Revised Edition. By ArtTHuR Comps and DoNnaLp 
Snyeo. 522 pages. Cloth. Harper. New York. 1959. Price $6.00. 


This is a revision by the senior author of a work first published in 1949, 
that represented a significant attempt to construct a comprehensive “theory” 
of human behavior that would reflect generally the influence of Gestalt 
principles and research in the area of perception. Indeed, the focus is 
almost exclusively upon perception, with behavior serving primarily as a 
guide to the description of the individual’s perception of himself and the 
world. To understand an individual’s behavior, the authors argue, it is 
necessary to understand his perceptions—“all behavior...is determined 
by the perceptual field at the moment of action.” Furthermore, “a change 
in behavior can only occur when some change has occurred in how people 
pereeive.”” Much of the book, in fact, is devoted to illustrating how percep- 
tion is related to behavior. But the significant point, for behavioral science 
particularly, is what determines the perceptual field; what variables de- 
termine how people perceive alike or differently? Nowhere in the book is 
there an adequate treatment of these questions. As is customary with 
approaches of this kind, one becomes solipsistically embedded within per- 
ception, forbidden by postulation from specifying the variables controlling 
pereeption and, thus, behavior. Consequently the ability to control or 
direct behavior, paramount for such tasks as are involved in psychotherapy 
and the like, is nil. The authors indicate, if only by indirection, that environ- 
mental events do shape perception; how they shape it is largely ignored as 
of little importance. In one place, for example, while trying to explain 
how communication and agreement among individuals can take place, they 
suggest that, “because we see alike we also behave similarly.” 

In the reviewer's opinion, it should be obvious that this is not so, except 
in the most trivial sense. In tracing the determinative variables for the 
perceptual field, the authors leave the reader essentially to his own de- 
vices; and it would be a mistake to regard the authors’ efforts as a theory 
of behavior as the term is understood properly. There is little experimental 
evidence offered, none in fact, for the key principles. Rather, examples 
drawn from everyday experience are the chief empirical foundation ap- 
parent. The authors actually regard their work as a “view” that one might 
take in the organization and interpretation of behavior. However, they pro- 
vide no convincing reasons for selecting their view over those of many 
other students of human behavior. 


Good Fences Make Good Neighbors. By JoserH Barser. 271 pages. 
Cloth. Bobbs-Merrill. Indianapolis. 1958. Price $4.00. 
Barber deals, as his subtitle indicates, “Why The United States Provokes 
Canadians,” with Canadian grievances. Some are fancy, some narcissistic, 
some economic, some real in other respects. An interesting survey. 





BOOK REVIEWS 189 


Hunza Land. By ALLEN E. BANnrk and RENEE Tay.or. 239 pages. Cloth. 
Whitehorn. Long Beach, Calif. 1960. Price $4.95. 

This is a short travel account by an optometrist participant in an 
Art Linkletter television production. The author is largely preoccupied 
with the diet and the general living habits of people alleged to live 
for 120 years, the men fathering children at the age of 90. A scientific, 
anthropological inquiry into the little kingdom inhabited by these people 
in the Himalayas might be of interest. 


The Other Side of the Coin. By Pierre Bou.ie. 218 pages. Cloth. Van- 
guard. New York. 1958. Price $3.50. 

The French author of The Bridge Over the River Kwai produces, in the 
present volume, a silly caricature of an American woman. It seems that 
he works on the basis of hearsay : 

“Despising sin, she felt only pity for the culprits and knew how to con- 
sider with complete objectivity the sexual problems by which she was not 
in the least troubled... [She was] instinctively inclined to consider only 
the noble aspect of human actions... [When Malayan coolies looked at 
her half-naked body,] she improvised in their behalf a sermon on the dan- 
gers and degradations of coneupiscence. .. Her practical sense, in the service 
of an insatiable vocation, was already sketching a plan of battle for bring- 
ing aid to the miseries of humanity... Of course there was the tedium 


of her frequent moralizing—Patricia had a burning desire, a real passion 
to raise the humble to her own level.” 


Spontaneous and Habitual Abortion. By Car. T. Javert, M.D. 450 
and xiii pages, including author and subject index, 95 tables, and 
196 figures. Cloth. MeGraw-Hill. New York. 1957. Price $11.00. 

This handbook on abortion has a complimentary foreword by R. Gordon 
Douglas, regarding C. T. Javert, who records his experiences, research, and 
conclusions after more than 20 years of practice. It follows several pre- 
liminary reports, and many lectures, and weekly pathologic conferences 
with medical staffs and students, besides papers given at medical meetings 
on the material. 

Javert includes, in his 19 chapters, methods of analysis, physiology, con- 
trol material, pathology of uterus, ovary, placenta, cord and fetus, and 
abortion. The clinical side of the problem covers five chapters; psycho- 
somatology covers four; there is a chapter on medico-legal aspects, and a 
small summary. Practically every feature of abortion is discussed. A 
wealth of experience is recorded. The attractive drawings and illustrations 
summarize many findings at a glance. The book is well written, explicitly 
presented, easily grasped and is worthy of ownership for reference. Its 
value is not limited to the physician, since there are discussions which cover 
subjects significant for the clergy, marriage counselors, psychologists, and 
social workers. It is highly recommended. 
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The Operation. By Lronarp ENGEL. 277 pages. Cloth. McGraw-Hill. New 
York. 1958. Price $4.95. 

“The operation” turns out (to the despair of the millions of people who 
have had other types) to be one for repair of a congenital cardiae defect. 
The author states: “The book has two objects. One is to tell of a remark- 
able operation performed . . .on the heart. .. The other is to recount, through 
flashbacks, the advances that have made such operations... possible.” The 
plot (this book follows the constructional principles of the novel) is that 
of following the technique of one such operation on a composite patient. 
This provides the “human interest” factor and allows the author to de- 
velop dramatic coloration. Interwoven with this, is expositive material de- 
signed to be of a technically informative type for the nontechnical reader. 
This is a difficult task, but is of a variety at which the author has energet- 
ically and seriously labored in the magazine field. The result is a book- 
length article in the style of Life magazine, without the graphic material 
which often redeems what would be a mediocre article—one which does 
not inform the informed and one which the uninformed do not understand 
except in terms of emotional tones. 

The reviewer thinks that one of the questionable features of modern 
magazine handling of medical matters, and one which is carried forward 
in The Operation, is the utilization of the names of real professional persons 
and places. We are told that Minnesota is the center where open heart 
surgery was first established. Such a statement not only invites compari- 
son with work at Colorado, Baylor and other loci, but begs definition. Dr. 
Lillehei’s personal role would not appear to require any popular drama- 
tization. It is not clear whether, in the efforts to popularize science and 
technology, we are not already sacrificing some of our notions of ethical 
standards, and it is difficult to perceive what difference it would have made 
to this particular book if the professional east had remained anonymous. 
The recent magazine tendency to thrust forward real professional person- 
nel, through the use of well-known patients, whom they have treated and 
who serve as carrying media, is a source of growing professional concern 
—and justly so. 


The Disturbed Child. By Peart H. Berxowirz and Estuer P. Rortu- 
MAN. 204 and VII pages with index. Cloth. New York University Press. 
New York. 1960. Price $4.00. 

This is a concise study of methods of recognition and treatment of the 
emotionally disturbed child. Schizophrenic, neurotic, maladjusted, sexually 
deviated and psychopathic children are described—not as they appear in 
textbooks, but according to indications shown in the classroom. The book, 
therefore, should be of great value for teachers, who are supposed to be 
in the best position to recognize and, within certain limits, help, emotionally 
disturbed children in the schools. 
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Analgesie Psychologique en Obstetrique. By M. Sapir, P. ABOULKER, 
and L. Cuertoxk. xii and 172 pages. Cloth. Pergamon. Paris. 1959. 
Price $10.00. 

Analgésie Psychologique en Obstétrique deals with psychosomatic meth- 
ods in painless childbirth; and is of special interest and value to gynecol- 
ogists, nurses, obstetricians and psychiatrists. It deseribes the various 
nonpharmacological methods of producing analgesia in childbirth, and 
gives a readable exposition of the historical development of painless child- 
birth, beginning with hypno-suggestive techniques introduced in the nine- 
teenth century and continuing to recent times, with the evolution of con- 
ceptions of hypnosis throughout the world. For practitioners who are able 
to read French, many insights of considerable value may well be derived 
from this book. A translation could well serve as a text, separating the 
scientifie from the hypothetical in dealing with psychosomatic methodology 
in painless childbirth. 


Language and Psychology. By SamueE. Reiss. 299 pages with appendix 
and subject index. Cloth. Philosophical Library. New York. 1959. 
Price $3.75. 


Language and Psychology was reviewed in this QUARTERLY in Vol. 33, 


No. 3, July 1959. Mueh of the author’s discussion emphasizes the relation- 
ship between sense and sound in the words of modern languages, and the 
reviewer unfortunately attempted to report this in small compass by re- 
ferring to it as “the application of the bowwow school of philology to 
modern languages.” This, the author informs THE QUARTERLY, is a descrip- 
tion which will be taken among linguists in a highly pejorative sense. The 
reviewer notes that it was not intended in that fashion and was not intended 
to belittle the book, which is a serious study. The author has written be- 
fore on the relationship between word-sounds and range of meanings in 
modern languages, and the emphasis in this volume is on the psychological, 
rather than the linguistic, aspect of this. 

At the risk of further distortion through compression, the relationship 
is in the unconscious and is to be understood in Freudian terms. The re- 
viewer wonders how closely the linguist untrained in psychoanalysis will 
follow this, particularly where the chains of association are inferred, and 
how well the psychiatrist will make the distinction between selection and 
development of a modern language vocabulary and the process of word con- 
struction. This is not to say that Language and Psychology is not worth 
study; it is to say that its study is difficult, requiring a theoretical ground- 
ing in psychoanalysis, and some familiarity at least with semantics—if 
not considerably wider acquaintance with linguistics. 
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FLOYD S. CORNELISON, JR., M.D. Dr. Cornelison received his B.A. 
degree from Baylor University in 1939, his M.D. from Cornell University 
Medical College in 1950, and an M.S. in motion picture production from 
Boston University in 1958. He was the principal investigator for a research 
project at Boston State Hospital from 1956-1958. Dr. Cornelison was certi- 
fied in psychiatry by the American Board of Psychiatry and Neurology 
in 1957. He was an instructor in the department of psychiatry, Boston 
University School of Medicine from 1954-1958. He is now assistant pro- 
fessor in the department of psychiatry, neurology and behavioral sciences 
at the University of Oklahoma Medical Center. 


JEAN ARSENIAN, Ph.D. Dr. Arsenian received her B.A. degree from 
Radcliff in 1935, her M.A. in 1936, and her Ph.D. in psychology in 1940. 
She has taught at Seripps College, Claremont, California; the University 
of Florida; Smith College; and Wellesley College. She participated in a 
research project at Simmons College from 1949-1952 in the School of Social 
Work. 


MORTON SHANE, M.D. Dr. Shane is a psychiatrist in private practice 
in Beverly Hills, Calif. He received his medical degree from the University 
of Illinois in 1953, interned at Cincinnati General Hospital, and began his 
psychiatric training there. After two years in the air force, where he 
served as a psychiatrist, he completed his training at Western Psychiatric 
Institute in Pittsburgh, and at UCLA in Los Angeles. He is currently on 
the attending staff of UCLA and is a eandidate in the Los Angeles Insti- 
tute for Psychoanalysis. 


G. J. SARWER-FONER, M.D. Dr. Sarwer-Foner received his B.A. 
degree from the University of Montreal in 1945, and his M.D.—after his 
internship—magna cum laude from Montreal in 1951. When his rotating 
internship at the university hospitals was completed, he became a junior 
assistant resident in psychiatry at Butler Hospital, Providence, R.I. He 
later served as senior assistant resident in psychiatry at the university 
hospitals of Western Reserve University, then as assistant resident and 
chief resident in psychiatry at Queen Mary Veterans Hospital, Montreal. 
He took the diploma course in psychiatry at McGill University and received 
his diploma in 1955. He served for five years as consultant in psychiatry 
and director of psychiatry research at Queen Mary Veterans Hospital. 

He is now assistant psychiatrist at the Jewish General Hospital, Montreal, 
is a lecturer in psychiatry at McGill, is a director of the Canadian Psy- 
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chiatric Association, president of the Quebee District Branch of the Ameri- 
can Psychiatrie Association, and chairman of the psychiatric section, Mont- 
real Medico-Chirurgical Society. He is a diplomate in psychiatry of the 
American Board of Psychiatry and Neurology, and a certified specialist in 
psychiatry of both the Royal College of Physicians and Surgeons of Canada 
and of the Quebee College of Physicians and Surgeons. 


FRANK CoTUI, M.D. Dr CoTui, born in 1897, was graduated with an 
A.B. degree from the College of Liberal Arts of the University of the 
Philippines in 1917. He received his medical degree in 1922, served a resi- 
dency, then served an internship at the Michael Reese Hospital in Chicago. 
He served for three years as assistant to the surgeon, A. A. Strauss, M.D. 
He was instructor in pharmacology at New York University in 1930 and 
1931, then associate professor of experimental surgery and head of the 
surgical laboratories at New York University from 1931 to 1949. He has 
been associate research scientist (biology), Creedmoor Institute for Psy- 
chobiologie Studies, Queens Village, Jamaica, N. Y., since 1950. 

Dr. CoTui has taught and done research at New York University; he 
has had a postgraduate course in surgery; he established the Bellevue Blood 
Bank in 1947 and established the Blood Bank and Pyrogen-free Fluid 
Center at the National (China) Defense Medical Center now in Taipei, 
Formosa, in 1946. He was founder and executive vice president of the 
American Bureau for Medical Aid to China and of the American Philip- 
pine Science Foundation. He was commissioned by President Ramon 
Magsaysay to survey the science needs of the Philippines in 1957. Dr. 
CoTui is a member of Sigma Xi, the New York Academy of Medicine, 
the Gerontological Society, the American Society for the Advancement of 
Science, the New York Academy of Science and other professional organ- 
izations. 


WALTER BRINITZER, M.D. Dr. Brinitzer, born in Germany in 1910, 
received his medical degree at Kiel, summa cum laude, in 1935. After a 
year’s internship in Germany he went to British India where he was in 
private practice for nine years and served in the British army medical corps 
for five years, serving as a neuropsychiatrist and discharged with the rank of 
major. He has been in the United States since 1949 and has been with 
Creedmoor (N.Y.) State Hospital since 1950. He is a supervising psychi- 
atrist there. 


ALFONSO ORR, JR., M.A., M.S. Mr. Orr is an assistant research scien- 
tist in physiology at Creedmoor Institute for Psychobiologie Studies, Queens 
Village, Jamaica, N. Y. He is a graduate of Georgia State College and 
holds a master of arts degree from New York University and a master 
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of science degree from Fordham. He has completed all requirements except 
the completion of his dissertation and the oral examination for his Ph.D. 
in physiology at St. Johns University Graduate School of Arts and 
Sciences. He did both high school and university teaching and served as 
a medical technician before joining the Creedmoor staff. He is co-author 
of a number of scientifie papers. 


EARLE L. ORR, Ist. Lt. U.S.A.F. Lieutenant Orr will receive his medical 
degree in June 1960 from Meharry College, Nashville, Tennessee. He is 
a graduate of the North Carolina Agricultural and Technical College. He 
has completed his course requirements for a master’s degree in physical 
chemistry at Adelphi College and has served as assistant biochemist at 


Creedmoor Institute for Psychobiologie Studies, Queens Village, Jamaica, 
N. Y. 


PAUL W. DALE, M.D. Dr. Dale is a psychiatrist who is much interested 
in symbolic logie and its applications to psychological and social science. 
Prior to his paper in the present issue, he contributed two other papers 
to this QUARTERLY on the subject. Dr. Dale, a graduate of Harvard College 
and of Harvard University Medical School, took postgraduate training at 
Colorado Psychopathic Hospital and Walter Reed Army Hospital. He was 
in the army medical corps from 1949 to 1954. He is now on the staff of 
Stamford Hall, Stamford, Conn. 


E. SHELDON HEATH, M.D. Dr. Heath, born in Canada in 1931, 
received his B.Se. degree from McGill in 1953 and his M.D. in 1957. He 
interned in the University of Saskatchewan Hospital, Saskatoon. Since 
1958 he has been a resident in psychiatry at the University of North Caro- 
lina School of Medicine, Chapel Hill, N. C. 


PAUL C. S. HOAKEN, M.D. Born in Canada in 1930, Dr. Hoaken re- 
ceived his bachelor’s degree from the University of Toronto in 1953 and his 
M.D. in 1957. He interned at Memorial Hospital in Danville, Va., then 
was on the staff of the Ontario Hospital, St. Thomas, Ont. Since 1958 
he has been on the staff of the Veteran’s Administration Hospital in 
Toronto. 


ANTHONY A. SAINZ, M.D. Dr. Sainz, born in Havana, is a graduate 
in medicine of the University of Havana in 1941. He has a law degree 
and bachelor’s degrees in both arts and science in addition to his medical 
degree. He is now in charge of the psychopharmacological research unit 
at Marey (N.Y.) State Hospital. He has done research in Cuba, was a 
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medical director for UNRRA in the United States zone of occupation in 
Germany, and was clinical director at the Mental Health Institute, Chero- 
kee, Iowa, before going to Marcy. 


HIRAM L. GORDON, Ph.D. Dr. Gordon is co-ordinator of the research 
unit of the Psychiatrie Evaluation Project at the Veterans Administration 
Hospital, Fort Lyon, Colo. He graduated from the University of Wichita 
in 1937 and received a master’s degree from the University of Kansas in 
1939. He was employed at Hoover Dam from 1940 to 1942 by the United 
States Bureau of Reclamation. During World War II, he was in the 
navy and served as a deck officer with the amphibious forees in several 
Pacific campaigns. He then did graduate work in clinical psychology at 
Duke University and received a Ph.D. degree in 1952. After being on 
the clinical psychology staff at the Veterans Administration Hospital, 
Roanoke, Va., from 1952 to 1956, he moved to his present position, where 
he is primarily engaged in research on the effectiveness of psychiatric 
treatment and on the psychopathology of the schizophrenias. He is a mem- 
ber of the American Psychological Association, the Rocky Mountain Psy- 
chological Association, and the Colorado Psychological Association. 


ALICE M. LAW, B.S. Mrs. Law was chief of the dietetic service at the 


Veterans Administration Hospital, Fort Lyon, Colo., for 11 years. She 
resigned in 1959, to join her husband who had taken an administrative 
position with another hospital in Amarillo, Texas. She was born in Minne- 
sota, was a graduate of the University of Minnesota in 1941, and interned 
as a dietitian at Massachusetts General Hospital. She was in the United 
States Army as a dietitian from 1943 to 1946, attaining the rank of captain. 
After coming out of the service, Mrs. Law was affiliated with a research 
project of the Army Quartermaster Corps, studying the acceptability of 
dehydrated foods. In 1947, she became dietitian at the Veterans Admin- 
istration Hospital, Sheridan, Wyo., and was there a year before being 
transferred to the hospital at Fort Lyon to head its dietetic service. 

KURT E. HOHMAN, M.D. Dr. Hohman is chief of the continuous 
treatment service, Veterans Adminstration Hospital, Fort Lyon, Colo., and 
has been a psychiatrist with the Veterans Administration for 13 years. He 
received his medical degree at Rush Medical College of the University of 
Chicago in 1934. His internship was at Evangelical Hospital of Chicago. 
He worked in several state institutions in Illinois before World War II, 
during which he served four years in the army as a psychiatrist. He then 
entered the Veterans Administration, working at hospitals in Downey, 
IlL., and Tuscaloosa, Ala., before going to Fort Lyon. His main interest 
is the treatment of the hospitalized chronic schizophrenic patient. 
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CLARENCE GROTH, M.S.W. Mr. Groth is a research social worker 
with the Psychiatrie Evaluation Project unit at the Veterans Administra- 
tion Hospital, Fort Lyon, Colo. He was a graduate of the University of 
Nebraska School of Social Work in 1953. Mr. Groth was a child welfare 
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Veterans Administration before joining the Psychiatric Evaluation Proj- 
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ELSE B. KRIS, M_A., M.D. Dr. Kris has been head, since 1955, of the 
research unit at the Manhattan Aftereare Clinic in New York City. She 
is principal research scientist (social psychiatry). The research unit is 
engaged in studying various problems in connection with aftercare. She 
notes that two eurrent studies concern socio-economic rehabilitation and 
drug therapy in a day-care facility. Dr. Kris is on the faculty of Adelphi 
College as professor of social psychiatry. She studied at Adelphi where 
she received her M.A. degree in sociology while she was on the staff of 
Pilgrim (N.Y.) State Hospital from 1942 to 1955. She is a graduate of 
the Vienna University Medical School, and she received her psychiatric 
training under Wagner-Jauregg and Freud. She came to the United States 
in 1940. 


MALCOLM L. HAYWARD, M.D. Dr. Hayward is in private psy- 
choanalytic practice in Philadelphia. A graduate of the medical school of 
the University of Pennsylvania in 1942, he is now on the university 
faculty; and other connections are the Hall-Mercer and Penmsylvania 
Hospitals and the Hahnemann Medical College. He is a member of the 
American Psychoanalytic Association, a fellow of the American Psychiatric 
Association, and a member of other professional societies. He is a diplo- 
mate in psychiatry of the American Board of Psychiatry and Neurology. 
He has contributed a number of previous papers to this QUARTERLY. 


JAMES A. KNIGHT, M.D. Dr. Knight is assistant professor of psy- 
chiatry at Baylor University College of Medicine. Born in South Carolina 
in 1918, he was graduated from Woffard College, Spartanburg, S8.C., in 
1941. He was a member of Phi Beta Kappa. He attended Duke University 
Divinity School where he received his D.D. degree in 1944. He was on 
active duty as a naval chaplain in the Pacific theater from 1944 to 1946. 
After the war, he attended Vanderbilt University School of Medicine 
where he received his M.D. in 1952. He served a general internship and 
residency and then was medical director at a manufacturing plant before 
entering a residency in psychiatry at the Tulane University service of 
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Charity Hospital, New Orleans. He joined the Baylor College of Medicine 
faculty in 1958. Dr. Knight is certified in psychiatry by the American 
Board of Psychiatry and Neurology and is a member of the American 
Psychiatrie Association and other professional organizations. 


JULIAN I. BARISH, M.D. Julian I. Barish was born in 1917. He 
obtained his bachelor’s degree at the University of Michigan and received 
his M.D. there in 1941. After an internship, he served in the United States 
Army Medical Corps, rising to the rank of major. He served a residency 
in psychiatry at the Neuropsychiatric Institute, University Hospital, Ann 
Arbor, Michigan, from 1946 to 1948 and received his M.S. in psychiatry 
from the University of Michigan Graduate School in the latter year. 

Dr. Barish has held fellowships in psychiatry at the Payne-Whitney 
Clinie and at the Veterans Administration Mental Hygiene Clinic in New 
York City, and he trained at the Columbia University Psychoanalytic Clinic 
from 1949 to 1955. He has been on the faculties of Cornell University 
Medical College, Columbia University Psychoanalytic Clinie and the School 
of Graduate Study, State University of New York, Downstate Medical 
Center. He was chief of the out-patient clinic when he held the State 
University fellowship. Dr. Barish is a diplomate in psychiatry of the Ameri- 
ean Board of Psychiatry and Neurology, a fellow of the American Psy- 
chiatric Association and a member of the American Psychoanalytic Asso- 
ciation, the Association for Psychoanalytic Medicine and other professional 
societies. 


BRUCE BUCHENHOLZ, M.D. Dr. Buchenholz is a psychoanalyst with 
long experience in research, training and teaching. Born in New York 
City in 1916, he was graduated from New York University in 1936 and 
received his medical degree from the Long Island College of Medicine in 
1941. After a rotating internship and four years of military service, he 
became a senior resident in psychiatry with the Veterans Administration, 
later becoming attending psychiatrist. He held a fellowship at the Long 
Island College of Medicine, taught there, and undertook psychoanalytic 
training at the Columbia University Psychoanalytic Clinie for Training 
and Research. After receiving his certificate of training, he served as 
assistant (later associate) psychoanalyst at the Columbia University clinic, 
then directed the Columbia University Psychoanalytic Clinie State Hos- 
pital Training Program. 

Dr. Buchenholz was on the Columbia University clinic schizophrenia 
research team; he taught at Columbia and at the State University of New 
York College of Medicine, Downstate Medical Center, where he became 
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assistant director. He is a fellow of the American Psychiatrie Association 
and of the American Association for the Advancement of Science, a mem- 
ber of the American Psychoanalytic Association and of the Association 
for Psychoanalytic Medicine, and a member of other professional societies. 
He is the author of a number of scientific papers. Dr. Buchenholz is 
married and lives at Pelham, N, Y. 


FRED A. METTLER, M.D. Dr. Mettler is professor of anatomy at the 
College of Physicians and Surgeons, Columbia University, and is widely 
known as a teacher, research worker, writer and editor in a variety of 
medical fields. He has been a frequent contributor to this journal, inelud- 
ing previous contributions in the field of forensic medicine. He is author 
or co-author of more than 150 scientific papers and a number of books. 
His interests include neurology and psychiatry, and he has been director 
of research for the New York State Department of Mental Hygiene, director 
of the New York State Brain Research Project, and chairman of the Re- 
search Conference Group on Psychosurgery. He has directed a number 
of other projects in lobotomy, topectomy and other psychosurgical pro- 
cedures. 

Dr. Mettler is a graduate of Clark University, with an M.D. from. the 


University of Georgia, and a Ph.D. in anatomy from Cornell. He is a 
member of a number of medical organizations and of numerous societies 
in fields related to medicine. He is married and has two children. 





NEWS NOTES 


STATE TO AID PHENYLKETONURIA TREATMENT 


Aid in the community by treatment with a special diet for children 
suffering from phenylketonuria will be extended by New York State, it 
is announced by Mental Hygiene Commissioner Paul H. Hoch, M.D. Phenyl- 
pyruvie acid deficiency, the announcement noted, can cause irreversible 
brain damage in a child’s first five years. There is reason to believe, however, 
that the deficiency can be corrected by a special diet. The Department of 
Mental Hygiene will supply the diet formula to physicians throughout the 
state and will arrange to supply the diet itself if financial circumstances 
require it. There are said to be about 20 new cases of this disorder in New 
York State every year; and the treatment program is being organized on a 
research basis. 
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DR. JOHN R. KNAPP DIES AT AGE OF 89 
John R. Knapp, M.D., who served in the New York state hospital system 
for more than 40 years on the staff of Manhattan State Hospital and was 
several times acting superintendent of that institution, died on November 
5, 1959 in Doylestown, Pa., at the age of 89. He was at the home of his 
brother in that place when he suffered a heart attack. 


— 
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ASSISTANT COMMISSIONER BINZLEY RETIRES 

Richard F. Binzley, M.D., assistant commissioner of the New York State 
Department of Mental Hygiene since 1954, retired on December 31, 1959. 
He had been with the New York state hospital system for 25 years and had 
served, before his appointment as assistant commissioner, as associate di- 
rector of Pilgrim State Hospital and director of Syracuse Psychiatrie (then 
Psychopathic) Hospital. As assistant commissioner, he was head of the 
division of in-patient services of the department. Dr. Binzley is an asso- 
ciate editor of THE PsycHIaTRIC QUARTERLY. His wife, Constance Barwise, 
M.D., is assistant director (clinical) of Marey (N.Y.) State Hospital. 


, 
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BIBRING MEMORIAL COLLECTION ESTABLISHED 





The Boston Psychoanalytic Society and Institute, Ine. has announced 
the establishment of the Edward Bibring Memorial Reference Collection, 
a noncireulating library to include psychoanalytic memorabilia as well 
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as important books in the psychoanalytic and related fields. Gifts in the 
form of books or money are being received and should be addressed to 
Malvina Stock, M.D., secretary of the Edward Bibring Memorial Commit- 
tee, at the address of the institute: 15 Commonwealth Avenue, Boston 16. 
Mrs. Beta Rank and Arthur F. Valenstein, M.D., are co-chairmen of the 
memorial committee. 
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CHANGES IN NEW YORK DEPARTMENT PERSONNEL 

A number of important changes in New York State Department of 
Mental Hygiene personnel took place during 1959. L. Laramour Bryan, 
M.D., was promoted from deputy assistant commissioner to assistant com- 
missioner in charge of the department’s division of in-patient services; and 
Martin Lazar, M.D., former assistant director of Willowbrook State School, 
was appointed director of Utica State Hospital. Photographs and brief 
biographies of Doctors Bryan and Lazar appear in Part 1 of THE Psy- 
CHIATRIC QUARTERLY SUPPLEMENT for 1959. 

Other important changes include the appointment of Henry Brill, M.D., 
assistant commissioner of the department, to deputy commissioner. Dr. 


Brill is an associate editor of this QuaRTERLY. Another appointment was 
that of Joseph L. Camp, M.D., as deputy assistant commissioner, to assist 
Deputy Commissioner Arthur W. Pense, M.D., in the direction of the new 
office of mental retardation. 


Central office appointments include the naming of Miss Viola McGrath, 
assistant director of occupational therapy, to the position of director to 
succeed the late Virginia Seullin; and the naming of Mrs. Mabel D. Kirk- 
patrick, acting director of social service, to permanent director of that 
service. 
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BERNARD S. ROBBINS, M.D., DIES AT 54 

Bernard S. Robbins, M.D., a leader in the psychoanalytie group asso- 
ciated with the late Karen Horney, died at his home in New York City 
on December 18, 1959, at the age of 54. Dr. Robbins was professor of 
clinical psychiatry at the New York Medical College where he engaged in 
organizing what is said to be the first psychonalytie training center to be 
affiliated with a medical school. He was one of the founders of the Ameri- 
ean Academy of Psychoanalysis and was past president of the Association 
for the Advancement of Psychoanalysis and of the New York Medical 
Society. 
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LANGFORD HEADS ORTHOPSYCHIATRIC ASSOCIATION 

William S. Langford, M.D., professor of clinical psychiatry at the Col- 
lege of Physicians and Surgeons, Columbia University, and director of 
the pediatrie psychiatric clinic of Babies Hospital at the Columbia-Pres- 
byterian Medical Center, becomes president of the American Orthopsy- 
chiatric Association at its February annual meeting. Fritz Redl, Ph.D., 
psychoanalyst and professor of behavioral sciences at Wayne State Univer- 
sity, Michigan, becomes president-elect at the same meeting. He will take 
office as president in 1961. Formerly head of the child research branch 
of the National Institute of Mental Health, Dr. Red! is now on leave from 
Wayne and is at the Center for the Advanced Study of Behavioral Sciences 
in California. 
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C. JUDSON HERRICK, M.D., DIES AT 91 


C. Judson Herrick, M.D., internationally known neurologist who was 
regarded by many colleagues as the father of modern neurology, died on 
January 29, 1960 at his home in Grand Rapids, Michigan. He had been 
editor or board chairman of the Journal of Comparative Neurology for 54 
years and had been professor of neurology at the University of Chicago 
for more than 25 years before retirement from teaching some years ago. 


He specialized in the study of the physiological processes of the brain. 
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TEMPLE UNIVERSITY WORKSHOP AT VINELAND 


Temple University is conducting its Annual Summer Workshop for 
Teachers and Prospective Teachers of Retarded Children from June 27 to 
August 5, 1960. The workshop is sponsored jointly by the university and 
the Training School at Vineland, N. J. The first three weeks of the course 
are at Vineland and the final three weeks at Temple in Philadelphia. 
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“EXTRAPYRAMIDAL SYSTEM AND NEUROLEPTICS” 


Announcement of an international symposium on “The Extrapyramidal 
System and Neuroleptics” to be held at the University of Montreal, Nov- 
ember 17 through 19, 1960 has been made by Jean-Mare Bordeleau, M.D., 
of the university department of psychiatry. The symposium is intended 
to bring about an exchange of ideas “among those researchers interested 
in this subject from the point of view of anatomy, physiology, neurosurgery 
and psychiatry.” Ten Canadian provinces, the United States, and several 
Zuropean countries are expected to co-operate. Admission will be unre- 
stricted, but participation will be by invitation only. English and French 
will be used, with simultaneous translations. 
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ERRATA 

The author has called Tue QuARTERLY’s attention to errata in the bio- 
graphical note and the paper “Analytie Work with LSD 25” in the October 
1959 PsycHiaTRIC QUARTERLY by Margot Cutner, Ph.D. 

Dr. Cutner worked as a volunteer analytic psychologist when she first 
went to England in 1939 at Stoke-on-Trent, not “Shalee-on-Trent.’’ She was 
also at Winson Green (mental) Hospital, Birmingham. The biographical 
note gave that institution as “Winsor Green Hospital.” 

On page 734 of the October 1959 QuaRTERLY (page 20 of Dr. Cutner’s 
reprints) the subhead should read “Alteration of Body Image and Trans- 
ference,” not “Alteration of Body Image Transference.” 





A RORSCHACH TRAINING 
MANUAL 


By 
JAMES A. BRUSSEL, M. D., KENNETH S. HITCH, 
and 
ZYGMUNT A. PIOTROWSKI, Ph.D. 


With Color Illustrations of the Rorschach Cards 


Third Edition—Completely Revised and Greatly Enlarged 


This Third Edition of the State Hospitals Press’ previously 
untitled manual of the Rorschach method comprises the 
articles, “An Introduction to Rorschach Psychodiagnostics” 
by Dr. Brussel and Mr. Hitch, and “A Rorschach Com- 
pendium” by Dr. Piotrowski. The Brussel-Hitch paper, 
originally printed in THE PSYCHIATRIC QUARTERLY 
in January 1942 for military use, was first revised for this 
manual in 1947 to adapt it for civilian practice and was 
again completely revised in July 1950. Dr. Piotrowski’s 
“Rorschach Compendium” was written originally for the 
1947 edition of the manual and was completely revised and 
greatly enlarged for the third edition in July 1950. In its 
present form, it first appeared in THE PSYCHIATRIC 
QUARTERLY for July 1950. 


A price increase from 75 cents to $1.00 has been necessitated 
by the increased costs of book production. 


86 pages and color illustrations Paper 1950 


Price $1.00 


STATE HOSPITALS PRESS 





A PSYCHIATRIC WORD BOOK 


A Lexicon of Psychiatric and Psychoanalytic Terms—for Students of 
Medicine and Nursing, and Psychiatric Social Workers 
By RICHARD H. HUTCHINGS, M. D. 
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